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GUEST EDITORIAL 


The Problem of Cardiovascular Disease 

HE primacy of heart disease as a cause of death is likely to be maintained as far 

as we can see for the indefinite future unless armed conflict should alter the exist- 
ing relationships. More than 9,000,000 people in the United States have some form of 
cardiovascular disease. This is of necessity an estimate, but a relatively accurate one. 
As the chief cause of death in the United States it is responsible for more deaths than 
the next five causes combined; it caused more than four times as many deaths in Vir- 
ginia in 1949 as cancer, the second leading cause of death. Two major influences have 
brought the death rate from heart disease to its leading position in this country in the 
past thirty years. These influences might well be considered the results of our civilized 
progress. The first is the marked reduction of other causes of death, particularly those 
due to infantile diarrhea and infections, communicable diseases, tuberculosis, and 
infectious diseases in general. The second influence is directly related to the first—that 
is the increase in life expectancy has resulted in a relatively increased number of persons 
living over the age of fifty-five years, thereby having reached the time of life in which 
the so called degenerative cardiovascular changes take place. This is the responsible 
factor for the increased importance, and there has not been an absolute increase in the 
incidence of cardiovascular disease if correction is made for the increased life expect- 
ancy (which is now more than sixty-eight years average). 

The three most important forms, accounting for about ninety per cent of all heart 
disease, are rheumatic heart disease, arteriosclerotic cardiovascular disease, and hyper- 
tensive cardiovascular disease. Rheumatic fever and the resulting rheumatic heart 
disease affects primarily the younger ages. Its greatest incidence is in the five to fifteen 
year old group, and it is the leading fatal disease between the ages of five and nineteen 
years. Rheumatic heart disease has quite properly been called childhood’s greatest 
enemy. No other childhood disease rivals it as a cause of death and invalidism. Un- 
fortunately the crippling results of the disease cannot be readily seen upon ordinary 
inspection as is the case with certain other diseases, but a study made in an area of the 
northern portion of the country revealed that rheumatic fever and heart disease caused 
five times as many deaths as meningitis, whooping cough, poliomyelitis, measles and 
diphtheria combined. Arteriosclerotic cardiovascular disease fortunately causes the 
largest number of its deaths in the seventy to seventy-nine years age group. Hyperten- 
Sive cardiovascular disease occurs in some of its severe forms in the young adult age 
group, but from a statistical standpoint affects chiefly persons in the middle and older 
age group. The outlook for a number of years of life without serious difficulty is good 
for persons having hypertension. There are other forms of cardiovascular disease, the 
most notable being congenital heart disease and the cardiovascular infection, subacute 
bacterial endocarditis. These are less common than the three principal types, but are 
important and represent a group in which the therapeutic possibilities seem increasingly 
promising. 

In the face of a problem of this magnitude two things seem essential for further 
progress. First, there must be broader knowledge of cardiovascular disease. Particular 
emphasis should be placed on the unanswered questions concerning etiology and other 
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pathologic physiologic changes related to the development of cardiovascular disease and 
the failure of the cardiovascular mechanism. The second essential point is fuller 


_application of existing knowledge. To accomplish these goals a great deal must be done. 


Research seems the only approach to the problem of increasing the existing knowl- 
edge of cardiovascular disease. There should be no slackening of effort in this field; 
in fact it should be increased and facilitated. Only by such continuing effort will the 
mysteries of the origin of rheumatic fever, the etiology of coronary sclerosis and hyper- 
tension; and the causes of congenital malformations be solved. Much progress has been 
made: surgical correction of congenital defects, antibiotic therapy for subacute bac- 
terial endocarditis, ACTH and cortisone in acute rheumatic carditis; surgical treatment 
of hypertension, and anticoagulant therapy in coronary and other vascular occlusions. 
Much progress remains to be made. 

As regards the fuller application of existing knowledge nothing excels education as a 
means of accomplishment. The need for education is widespread. The medical pro- 
fession is not without considerable lack in this regard. It has been said that the fate 
of the patient suffering from cancer rests in the hands of the first physician he consults. 
This may also be applied to many heart disease sufferers. Not only must there be 
increased dissemination of existing knowledge among the members of the medical pro- 
fession, but also increased facilities available for assistance in diagnostic study, spe- 
cialized and comprehensive management. Fruitful results will also be obtained by 
furthering education among those professions, groups, and individuals working in 
close association with the medical profession. The ideal management of certain prob- 
lems of heart disease requires community services in addition to the individual doctor- 
patient relationship. 

In widening the scope of usefulness of our present knowledge education of the gen- 
eral public is the best approach. There exists in the mind of people at large more mis- 
information than information relative to heart disease. The goal should be education 
in maintaining good health and not limited to facts about heart disease. Early recog- 
nition and adequate treatment can improve the situation in the majority of cases. 
Some diseases are preventable; particularly those related to hemolytic streptococcal 
infections. Symptoms that seem to suggest cardiovascular disease do not necessarily 
mean a diseased heart and the number of persons incapacitated by such misapprehen- 
sion is quite large. Unfortunately this misapprehension is often professionally induced. 
Some of the incapacity of persons having actual disease is due more to the general 
attitude than to their disability. A large segment of these people are capable of gain- 
fully working in a suitable occupation. Many find it difficult or impossible to find 
employment of any type. This needs revision. Non-productive citizens represent a 
heavy financial burden which falls upon the community itself if the family breadwinner 
is incapacitated. 

In recent years the American Heart Association has changed from a small purely 
scientific organization of medical persons to a large mixed lay and professional group 
engaged in a relatively large scale program of research, community effort and educa- 
tion. Obviously such a program costs money and fund raising is a vital part of their 
efforts. This is difficult in the face of the numerous existing drives and campaigns of 
various agencies. There is, however, no disease problem that even rivals the magni- 
tude of that resulting from cardiovascular disease. If the situation is to be improved, 
and it can be improved, vigorous attack will be necessary. It can be done, and it will 
be done. Howarp McCue, Jr., M.D. 


Dr. McCue is Associate in Medicine at the Medical College of Virginia. 
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RECENT ADVANCES IN OBSTETRICAL CARE* 


EvuGENE S. GRosEcLosE, M.D., F.A.C.S., 
Lynchburg, Virginia. 


A discussion of the advances in any of the spe- 
cialized fields of medical practice during the past two 
decades must of necessity be limited in scope and 
detail. To present a coverage of such a wide field of 
diagnostic and therapeutic procedures, the author will 
briefly discuss the more recent and significant ad- 
vances in the practice of obstetrics. 

Progress in the care of the pregnant and parturient 
patient has made great strides in the past decade, as 
manifested by the marked reduction of maternal and 
fetal morbidity and mortality, not only in the United 
States, but throughout the world generally. During 
the past year, numerous reports of hospital and com- 
munity obstetrical statistics have attested the re- 
markable improvement in the practice of obstetrics, 
which has undergone an evolution in this generation. 

Philip Williams states that the 60 per cent de- 
crease in the maternal death rate since 1933 is an 
outstanding medical achievement, attributable to 
many different factors. The maternal mortality rate 
in the United States has now been reduced to an 
average of .25 per cent in large reported series. Kush- 
ner, in reporting the statistics of 30,568 deliveries 
from 1932 through 1945 at the Bronx Hospital, 
showed 57 maternal deaths, or a mortality rate of 
only 0.187 per cent. Bryant reports the 10-year 
maternal death rate at the Cincinnati General Hos- 
pital from 1937 to 1946 was 86 deaths out of 29,193 
a rate of 


pregnant and postpartum cases admitted 
.29 per cent. Marion Keen reports that the Canadian 
maternal death rate had decreased from 5.3 in 1934 
to 2.7 in 1944—a 50 per cent reduction in one decade. 

The chief causes of death in the puerperal woman 
are infection, toxemia, and hemorrhage, and in many 
cases is due to more than one cause. Many of these 
deaths are deemed preventable, and the prevention 
is chiefly the responsibility of the physician. The 
outstanding improvement in maternal mortality is 
the result of many factors, the most important being 
better hospital facilities for the care of obstetrical 
patients, the increased desire on the part of patients 
to seek hospitalization, improved obstetric technique, 


*Read before the annual meeting of the Medical Society 
of Virginia at Roanoke, October 8-11, 1950. 


increased prenatal services now available, with the 
education of the lay public of their value. The use 
of whole blood and plasma, the sulfonamides and 
penicillin, the more efficient methods of relieving 
pain, and improved methods of anesthesia, have all 
contributed greatly in reducing obstetrical and fetal 
death and preventing the fears and hazards of child 
bearing. 


A, GENERAL PRENATAL CARE AND PREGNANCY 

Regular prenatal care and hospitalization for 
more obstetrical patients is the keystone in the treat- 
ment and prevention of obstetrical hazards. Educa- 
tion of the public to seek prenatal care under trained 
personnel and the procuring of hospital facilities for 
more patients, especially those cases of apparent or 
impending complications or dystocia, is vitally im- 
portant. All obstetrical patients with hemorrhagic 
complications and those in whom toxemia is present 
should be hospitalized. As an integral part of mod- 
ern prenatal care, the improvement and supervision 
of the mothers’ diet with additional vitamin therapy, 
combating nutritional anemia, and improving en- 
vironmental factors, have all contributed to the re- 
duction of maternal death from the toxemias of preg- 
nancy and the prevention of fatal complications re- 
sulting from acute infectious diseases. More frequent 
consultation of the obstetrician with the internist, 
the surgeon, the urologist, or other specialists, has 
in a large measure, reduced the incidence of mater- 
nal death from all the medical and surgical compli- 
cations to which the parturient patient is subjected. 
More frequent use of X-ray pelvimetry has greatly 
enhanced the management of suspected dystocia in 
cases of cephalo-pelvic disproportion or mal-presen- 
tation. The dangers of child-bearing have now been 
greatly reduced in cases of diabetes, tuberculosis, 
heart disease, hyperthyrodism, and many other com- 
plications which formerly were considered as indi- 
cations for therapeutic termination of pregnancy. 


I. Hemorrhage of Early Pregnancy: 
The prevention and treatment of early abortion is 
still one of the major problems of prenatal care. The. 
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results of endocrine therapy in threatened abortion as 
a tule have deen rather disappointing. A decade 
ago, the therapy of choice was corpus luteum hor- 
mone in daily doses of 20-50 mgm. hypodermically. 
Following this, mixed hormonal treatment consist- 
ing of both corpus luteum and estrogenic hormone 
was in vogue, but, at the present, large doses of estro- 
genic hormone alone is the method of choice by many 
obstetricians. In addition to endocrine therapy, seda- 
tion, bed rest, and the correction of any pelvic pa- 
thology is necessary to reduce the incidence of early 
abortion. Vitamin E and thyroid are now given 
in most cases, in addition to the specific hormonal 
therapy. 


II. Toxemia of Pregnancy: 

The early detection of toxemia of pregnancy and 
the institution of proper treatment to prevent the 
late toxemias, especially the hypertensive-vascular 
and the convulsive groups, can only be accomplished 
by regular prenatal care of all pregnant patients. 
Toxemia of pregnancy still remains a frequent cause 
of death, especially in the Southern States, but is a 
complication that can be largely prevented by proper 
prenatal care. Chesley, in a very comprehensive re- 
view of the problem of pregnancy toxemias at the 
Margaret Hague Maternity Hospital from 1931 to 
1945, during which period there were 81,930 deliv- 
eries, presents the following conclusions which re- 
flect fairly well the modern trend of opinion: first, 
prompt treatment of the first signs of toxemia by 
rest, sedation, and diet, will most often prevent pre- 
eclampsia, second, treatment of pre-eclampsia to re- 
store electrolyte balance and lessen the strain on 
damaged endothelium by reducing blood pressure, 
and probably termination of pregnancy, and, third, 
in eclampsia the control of convulsions is the first 
and most important consideration. The present day 
medical therapy of pre-eclampsia and eclampsia has 
not changed materially from that of the past decade. 
Chesley feels that the longer the patient shows symp- 
toms of pre-eclampsia, the greater the incidence of 
permanent hypertension, and, therefore, the treat- 
ment of pre-eclampsia is now more radical, provided 
the patient is thirty-two weeks or more pregnant. 
Heavy sedation by the barbiturates, administration 
of concentrated magnesium sulphate, and intravenous 
hypertonic glucose are the main factors in pre- 
eclamptic control, other than termination of the 
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pregnancy. After the onset of true eclampsia with 
convulsions, intravenous barbiturates, demerol and 
morphine are used. Hingson and Edwards intro- 
duced the caudal anesthesia method of controlling 
convulsions in 1943. Within the past five years, 
the intravenous drip of sodium pentothal has gained 
prominence in controlling convulsions, and a new 
field of treatment was recently reviewed by Ware and 
his co-workers, in the administration of continuous 
spinal anesthesia. Continued medical research and 
diligence on the part of the physicians will result 
in lowering the mortality from this dreaded obstetri- 
cal complication. 


III. RA Immunization: 

The advent of the discovery of the Rh factor and 
the subsequent studies by Weiner, Levine, Potter, 
Diamond, and many others, has placed upon the ob- 
stetrician a heavy burden of responsibility in the 
prevention and treatment of hemolytic disease of the 
newborn. Modern medical literature on the Rh fac- 
tor is almost overwhelming and difficult to follow. 
An attempt will be made to present here the basic 
concepts and facts which represent one of the great- 
est medical contributions in recent years, and upon 
which a working knowledge can be applied. The 
Rh factor is present (positive) in about 85 per cent 
of the white men and women, and absent (negative) 
in 15 per cent. It is inherited as a mendelian domi- 
nant. The Rh factor is present in the fetus and re- 
mains for life. Levine and Burnham showed that 
agglutinins which develop in Rh negative wives of 
Rh positive husbands during pregnancy are respon- 
sible for fetal erythroblastosis in Rh positive babies. 
The antibodies of the mother pass the placental bar- 
rier and injure the fetal blood and blood forming 
organs and tissues, especially the liver and brain. 
Erythroblastosis is rare in the first pregnancy, and, 
when it does occur, may be due to a previous trans- 
fusion of Rh positive blood to the mother, often in 
childhood. Modern obstetrical care requires that 
every pregnant woman should be tested for Rh status, 
and a careful interpretation of previous fetal blood 
dyscrasias made. Periodic antibody agglutinin titres 
should be made after the 6th month of gestation in 
all cases in whom the appearance of erythroblastosis 
may be suspected. Such studies enable the attending 
physician to be prepared to treat promptly at birth 
any abnormality, and early consultation with a pedi- 
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atrician on the possibility of this complication is of 
prime importance. 

The present accepted method of treatment of ery- 
throblastosis is the immediate replacement transfu- 
sion of Rh negative blood. Replacement transfusion 
is not a new procedure and it was in use in 1925 in 
the treatment of erythroblastosis fetalis. Diamond 
favors the transfusion via the umbilical vein and 
advocates the use of compatible Rh negative or group 
O blood neutralized with A and B substances, main- 
taining body temperatures, cleaning of the airways 
and administration of oxygen constantly. In Dia- 
mond’s first 50 cases the mortality has been reduced 
to 10 per cent, as compared to a 40 per cent mortality 
of previous methods of treatment. However, since 
many infants with erythroblastosis are severely af- 
fected at birth, or even stillborn, it seems logical to 
introduce one further step in modifying the severity 
of the disease. This consists in delivery 2-3 weeks 
prior to term in a patient whose Rh titre is demon- 
strably high, or is rising rapidly. Many obstetri- 
cians, however, do not favor this procedure, and in 
the writer’s opinion, early induction of labor or pre- 
mature delivery by Cesarean section, offers no defi- 
nite assurance of preventing fatal hemolytic disease 
of the infant. Potter, in an exhaustive review of 
this subject in 18,468 deliveries at the Chicago 
Lying-in Hospital during the past 5 years, found 
that erythroblastosis occurred once in 2,814 deliv- 
eries for women in their first pregnancies, to 1,172 
in second pregnancies, and 1,555 for sixth pregnan- 
cies. She states that “in no instance did a live born 
infant die whose birth had not been preceded by an 
infant with erythroblastosis.”’ Also, in only two in- 
stances did an infant survive whose birth had been 
preceded by that of an infant with this disease. The 
use of methionine, an essential amino-acid, in the 
ante-natal treatment of erythroblastosis, has been 
studied exhaustively by Philpott, Hendleman, and 
Primrose. Five grams of the crystalline methio- 
nine was given daily in tablet form at the first sign 
of immunization of the Rh factor, with no regard to 
the daily intake by the diet. They emphasize that 
in this disease, methionine is given purely as a liver 
protective, and that antibody development continues 
in the mother and hemolysis of the red cells occurs 
in the fetus. Following birth, all babies with hemoly- 
tic disease receive .5 gram of methionine daily for at 


least 12 days. They conclude that methionine is a 
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valuable adjunct to other proved types of therapy— 
namely, supplementing the immediate replacement 
blood transfusion. 


IV. Anemia of Pregnancy: 

Due to the frequency of anemia in obstetrical pa- 
tients, initial and periodic determination of the hemo- 
globin is considered essential to modern prenatal 
and postpartum care. The treatment of the anemia 
of pregnancy has for years been rather disappointing 
following the administration of the commonly used 
iron preparations. Response of the macrocytic type 
of anemia to iron and liver combined therapy has 
been satisfactory. One of the important recent ad- 
vances in obstetrical treatment is the use of molyb- 
denum-iron complex in the treatment of anemia of 
pregnancy. Dieckmann, Priddle, Chesley and others 
have made exhaustive studies of this problem and 
they conclude that a molybdenum-iron complex has 
been proven the most effective therapy in producing 
a significant increase in hemoglobin concentration 
in most patients within 3 weeks, and that a failure 
of response to this therapy indicates further hema- 
tologic studies, 


V. Syphilis in Pregnancy: 

The control of this disease has in the past been 
one of the major problems of prenatal care. With the 
advent of penicillin therapy for syphilis, this method 
was immediately applied to the treatment of the 
syphilitic pregnant patient. Ingraham, one of the 
leading authorities in this country, states that there 
is now no question that anti-luetic penicillin ther- 
apy is the method of choice. The penicillin treat- 
ment is virtually reactionless and can be completed 
within a few days. Present methods of treatment 
consist in the administration of 2.4 to 5 million 
units over a period of 7 days and a single course of 
treatment is usually sufficient. Aqueous penicillin 
or penicillin in oil or beeswax has proven equally 
effective. Ingraham, in reviewing 580 cases of syphi- 
lis in pregnancy, found that penicillin was effective 
in preventing congenital syphilis in primary, sec- 
ondary or latent syphilis. A living syphilitic infant 
was born in only 2 per cent of cases, whereas with 
bismuth and arsenic the incidence was 5 to 7 per 
cent. The question of retreatment in subsequent preg- 
nancies of a woman receiving a standard course of 
penicillin for syphilis prior to conception is difficult 
to answer. In this group, less than 1 per cent of 
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' syphilitic infants are born where no retreatment is 
given. However, Ingraham concludes that the great 
effectiveness and relative safety of penicillin to pre- 
vent congenital syphilis make the retreatment of the 
pregnant woman desirable, if there exists any doubt 
of the effectiveness of her previous anti-syphilitic 
therapy. The addition of arsenic and bismuth ther- 
apy in selected cases has recently been advocated. 


VI. Hemorrhage of Late Pregnancy: 

Antepartum hemorrhage censtitutes one of the 
most perplexing problems facing the attending physi- 
cian. Hemorrhage continues to be one of the leading 
causes of maternal death, yet it is generally agreed 
that by correct diagnosis and prompt treatment with 
modern facilities, most deaths resulting from hemor- 
rhagé are preventable. Excluding the most frequent 
cause of hemorrhage in the early months of preg- 
nancy, namely, abortion and ectopic pregnancy, the 
most frequent etiological factors in hemorrhage of 
pregnancy are abruptio placenta and placenta previa. 
For the purposes of this discussion, only the latter 
two complications of late pregnancy will be consid- 
ered. Early recognition by both the patient and the 
physician of the significance of antepartum hemor- 
rhage is imperative. The present day trend of treat- 
ment of these two conditions may be summarized 
briefly by (1) prompt treatment of shock and imme- 
diate replacement of blood loss, and (2) conserva- 
tive treatment in terminating the pregnancy. In 
abruptio placenta, prophylaxis is of prime impor- 
tance, since, in approximately one-half of such cases, 
toxemia of pregnancy is thought to be a potent etio- 
logical factor, and good prenatal care therefore offers 
much in the way of prevention of abruption. 

Kimbrough and Jones, in a review of these com- 
plications at the Pennsylvania Hospital, have estab- 
lished the following principles, which crystallize the 
present day trend of opinion. In abruptio placenta, 
manual dilatation of the cervix and other traumatic 
procedures for delivery have no place in the elective 
treatment of abruptio. Treatment for shock and the 
replacement of blood, before instituting measures for 
delivery, will greatly decrease the operative risk. 
Prompt replacement of blood following delivery de- 
creases not only the immediate danger, but lessens 
the incidence of puerperal infection. 

In placenta previa, the following general princi- 
ples should be adhered to: (1) Accurate diagnosis of 
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the cause of bleeding is essential. No patient sus- 
pected of placenta previa should be examined until 
preparations for both vaginal and abdominal de- 
livery have been made. (2) Treatment of shock and 
replacement of blood by transfusions of whole blood 
or plasma are essential before instituting any pro- 
cedure for delivery. (3) The method of delivery is 
almost wholly dependent on the status of the cervix. 
(+) In all cases in which the cervix is not dilated, 
in all cases of central placenta previa regardless of 
cervical dilatation, and in those of malpresentation 
of the fetus, Cesarean section is the safest and there- 
fore the most conservative form of treatment. 

During recent years, many advocates of the ex- 
pectant treatment of placenta previa have urged this 
method, mainly in the interests of the viability of 
the fetus. Macafee and Johnson have championed 
expectant treatment on both sides of the Atlantic. 
Mills, of England, and Williams and many others 
in this country, state that conservative treatment can 
be carried out safely in approximately 25 per cent 
of cases of placenta previa. They conclude that the 
disadvantages to the mother of hospital confinement 
or a very restricted life at home are outweighed by 
the increased possibility of obtaining a live baby. 
Kimbrough and others feel that expectant treatment 
is never justified unless the mother remains in the 
hospital throughout the remainder of pregnancy. All 
are agreed that prompt access to hospital treatment, 
good transportation facilities, an adequate blood 
bank, close supervision by the attending physician 
and proper operative facilities, must be available for 
safe expectant treatment. 

In general, it may be stated that the present method 
of treatment of most cases of placenta previa is the 
termination of pregnancy by Cesarean section, where- 
as the use of hydrostatic bags, forceful cervical dila- 
tation or Braxton Hicks version and extraction as 
practiced in the past, have very little place in the 
safe and conservative treatment of this complication. 


B. Conpuct oF LABOR AND DELIVERY 


It may be stated that the present trend of thought 
among the leaders in the obstetrical field is that the 
keynote to success in the conduct of labor and de- 
livery is summarized in the word—Conservatism. 
Experience in the practice of obstetrics leads to con- 
servatism, and modern teaching methods encourage it. 

One of the greatest problems in the care of the 
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obstetrical patient, both in the past and present, has 
been the relief of fear and pain by a safe method 
of analgesia and anesthesia—one that is safe for 
both the mother and child. Snyder states that obste- 
tric analgesia is today the most widely discussed and 
the most controversial problem in obstetrics. Since 
fetal respiratory injury is pre-eminent as a cause of 
death associated with birth, analgesics and anesthet- 
ics should be studied and employed in terms of the 
amount of respiratory depression in the fetus, the 
degree of impairment produced in the labor mecha- 
nism, and the safety of the mother. 

There is no general agreement as to the best and 
safest analgesia in labor or the anesthetic for de- 
livery, as shown by the many different drugs now in 
use. The most frequently used drugs for the relief 
of pain in labor at the present time are the barbi- 
turates and their derivatives, and demerol hydro- 
chloride, with or without the use of scopolamine. 
The total dosage of the various analgesic drugs now 
in use is individualized in each case, depending 
upon the length of labor, the progress of labor and 
the condition of the mother and fetus. The use of 
morphine or “twilight sleep” has largely been aban- 
doned in favor of the newer and safer drugs and 
methods. The introduction and use of continuous 
caudal analgesia by Hingson and Edwards and others 
several years ago, promptly received many advocates 
of this method. However, the general experience, 
reported in the literature during the past five years, 
has indicated that continuous caudal analgesia re- 
quires considerable time and skill and has potential 
dangers for both mother and child that cannot be 
completely eliminated. Therefore, the acceptance 
and use of this method has not been wide. 

Present day methods of obstetrical anesthesia are 
also many and varied. For years, the use of nitrous- 
oxide-oxygen or ether by inhalation have been the 
most commonly used anesthetics, and, in the opinion 
of many, are still the safest and best controlled of 
all methods when administered by a trained anes- 
thetist. Spinal anesthesia has been used many years, 
and in the past decade has become one of the most 
widely used of obstetrical anesthetics, although it, 
too, is potentially dangerous. Dieckmann, Adriani 
and many others have had wide experience in the 
use of spinal anesthesia as an obstetrical measure 
and the medical literature abounds in many reports 
of its use. Adriani, one of the pioneers in the use 
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of the spinal, or saddle block anesthesia, recently 
reviewed 12,500 spinal anesthetic blocks with 14 
deaths. Dieckmann and his co-workers have re- 
viewed 2,519 obstetrical spinal anesthesias, and to- 
gether they formulate the present safety rules to be 
followed : 

(a) Patients with anemia do not tolerate spinal 

anesthesia well. 

(b) Patients in shock do not withstand spinal 

anesthesia well. 

(c) Nupercaine, pontocaine, procaine, and mety- 

caine are all safe if properly administered 
and controlled. 
The dosage to be utilized should be lower 
than in general use, never exceeding 75 mgm. 
for procaine, 50 mgm. for metycaine and pon- 
tocaine 8 mgm. 

(e) Intravenous administration of fluids 

vasopressor drugs in all cases. 

The use of spinal anesthesia for Cesarean section 
has become more popular during the past five years. 
Lull and Ullery reported 1,000 consecutive contin- 
uous spinal anesthesias for Cesarean section with- 
out maternal mortality, and Hingson adds another 
series of 600 consecutive spinal anesthesias for Ce- 
sarean section without mortality. 

Dieckmann concludes that, if all accepted precau- 
tions are followed, spinal anesthesia in obstetrics 
can be safe, simple and precise, that operative inter- 
ference in delivery is not significantly increased, that 
complications have not been a problem, that early 
spontaneous respirations of the fetus has been strik- 
ing, and that there has been no increase in the fetal 
or maternal morbidity or mortality. 


(d) 


and 


During recent months, numerous reports of the 
use of intravenous sodium pentothal have appeared, 
but the use of this agent by the author has been lim- 
ited to only a few cases. It has been shown by the 
work of Dille, Hellman, Shettles and Stean that none 
of the drug passes through the placenta in less than 
five minutes. Cooley and Schwarz recently reported 
a series of 316 cases in which sodium pentothal was 
used. A 2.5 per cent solution was used intravenous- 
ly following seconal and demerol analgesia during 
labor. The average time from the start of anesthesia 
to the delivery of the child was three minutes, the 
longest being six minutes. Herrick reported 492 
Cesarean sections for which sodium pentothal was 
the only agent employed until after delivery of the 
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child, with no maternal deaths, and 5 cases of atelec- 
tasis of the baby, probably attributable to the anes- 
thetic agent. 

It may be here concluded that, to the present day, 
no completely safe and satisfactory method of ob- 
stetrical analgesia or anesthesia has yet been found, 
but that great progress has resulted in this all im- 
portant field. 

The prevention of shock and dehydration, the 
more universal use of whole blood and the antibiotics, 
have contributed largely to the remarkable reduction 
in obstetrical morbidity and mortality, as described 
in the early portion of this presentation. The main- 
tenance of the fluid and electrolytic balance by the 
administration of oral fluids and intravenous saline 
and glucose during labor, has played a major role 
in maintaining the patients’ resistance to the strain of 
labor, to the prevention of puerperal infection, and 
to the onset of shock. Especially in cases of pro- 
longed labor or dystocia, is it important that the 
pulse, temperature and blood pressure be followed, 
and dehydration combated. 

In all cases of obstetrical hemorrhage, either prior 
to or during labor, rapid replacement of blood loss by 
properly matched and Rh tested blood, and in suf- 
ficient amounts, is now known to be of paramount 
importance. It has been shown that immediate re- 
placement of the blood loss is necessary to prevent 
an irreversible shock and death in many cases. The 
modern blood bank method of securing needed whole 
blood, for which there is no real substitute, has there- 
fore reduced greatly the present day mortality from 
hemorrhage. In my opinion, no other single factor 
shows equal importance as the constant availability 
of whole blood. It should be emphasized that mod- 
ern obstetrical treatment, therefore, requires of the 
attending physician prompt preparation to combat 
shock from hemorrhage, and the anticipation of this 
possible emergency in all cases. 

In obstetrics, as in all other medical specialties, 
the more universal use during the past decade of the 
sulfonamides and antibiotics, has greatly reduced the 
incidence of intra and post partum infections. Many 
reports in the literature attest the importance of pro- 
phylaxis against infection by these drugs, and the 
reduction in fatality of previously uncontrolled in- 
fections. The problems involved in the proper man- 
agement of prolonged labor constitute a major chal- 
lenge to the obstetrician, especially in those cases 
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in which operative delivery finally becomes neces- 
sary. Danger of infection rises proportionately to 
the length of time since rupture of the membranes, 
the total duration of labor, and the necessity of re- 
peated examinations or other intravaginal or intra- 
uterine procedures. 

Douglas and Landesman in 1948 made a very ex- 
haustive study of the prophylactic use of sulfadiazine 
and penicillin, combined therapy, and the bacterio- 
logic study of patients with both intrapartum and 
puerperal infection suggested that both agents are 
of great value. Sulfadiazine is used to combat in- 
vasions of the gram negative organism and penicil- 
lin to control the gram positive cocci. Massell and 
his co-workers suggest that there may be a syner- 
gistic action where these agents are employed to- 
gether. Sulfadiazine is usually administered orally, 
1 gram every four hours or a total of 6 grams daily, 
while penicillin is given in a total daily dose of 160,- 
000 to 400,000 units daily. Both sulfadiazine and 
penicillin have been shown to pass the placental bar- 
rier to the fetus, as shown by Herrell, Nichols, and 
Heilman. Prophylaxis against possible infection in 
all cases requiring Cesarean section after the onset 
of labor, has markedly reduced the incidence of post 
partum infection. 

Douglas and Landesman conclude from their 
studies that the combined use of sulfadiazine and 
penicillin has contributed to a reduction in the se- 
verity of peritoneal, intrauterine, or wound infections; 
that the use of transperitoneal Cesarean section has 
been broadened; that serious toxic effects during 
labor and the puerperium are few; that urinary tract 
infection associated with prolonged labor or Ce- 
sarean section has been drastically reduced, and that 
infant mortality from maternal infection has been 
decreased. 

To control severe intra-partum or puerperal infec- 
tions, penicillin in dosages of one to three million 
units daily, or, in some cases, the use of streptomycin 
or aureomycin are, at present, almost in universal use. 


C. TuHirp StTaGE oF LABOR 
Present day management of the third stage of labor 
has played a large part in the reduction of maternal 
mortality. Two factors have contributed largely to 
this reduction, namely, prevention of excessive blood 
loss, and prevention of infection. The intravenous 
use of oxytocics, either pitocin or ergotrate, imme- 


XUM 


i 
‘ 


Marcu 1951 


diately on the completion of the second stage of 
labor, and the lifting of the uterus from the pelvis 
with constant massage by the attendant, have reduced 
blood loss greatly, and by reducing the need of in- 
travaginal or intrauterine packing has largely pre- 
vented the possibility of infections during the puer- 
perium. More careful attention to hemostasis of the 
episiotomy wound or laceration and the gentle ap- 
proximation of the tissues by use of fine catgut su- 
tures has resulted in better wound healing and less 
complications. The administration of oxygen to the 
mother during the third stage, with delayed clamping 
of the umbilical cord until all pulsations have ceased, 
has contributed largely to the welfare of the newborn 
ietus, the ease of newborn resuscitation and preven- 
tion of anemia. 


I. The Puerperium: 

Probably the most radical change in the manage- 
ment of the puerperal patient has been recent trend 
to early ambulation, not only in the normal cases, 
but also the postoperative patients. As the term 
would imply, the actual ambulation or walking of 
the patients within the first 24-48 hours after deliv- 
ery is the important factor in reducing the late puer- 
Mullen 


others have reported large series of cases in which 


peral complications. Carnell, and many 
early rising was routinely used, and it is now gen- 
erally believed that episiotomy wound healing was 
not adversely affected nor was morbidity increased. 
It is generally felt that the incidence of thrombo- 
phlebitis has been reduced, that involution of the 
uterus has increased, and that the general welfare 
and strength of the patients have been improved in 
most cases. The postoperative course of the Cesarean 
section cases has been more uneventful, with less 
abdominal distention, less necessity of catheteriza- 
tion and enemas, no disturbance in normal healing 
and no increase in peripheral vascular complications. 
The securing of adequate rest of the postpartum 
patients by freer use of sedation and better’control of 
pain, play an important part in recovery. Regular 
rest hours, restriction of visitors, and adequate sleep 
are essential. The use of the sulfa drugs and peni- 
cillin in active puerperal mastitis, acute pyelitis, and 
wound infections, have all contributed to a reduction 
in puerperal morbidity from these complications. 
In summary, it may be stated that the advances in 
the care of the parturient woman during the past two 
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decades, as briefly reviewed above, with resultant 
lowering of both fetal and maternal mortality, attest 
to the advancement of modern medicine, not only in 
the field of obstetrics, but in all its branches. 


Allied Arts Building. 


Discussion 

Dr. J. R. Kicut, Norfolk: Certainly all will agree that 
the recent advancements in obstetrical knowledge have 
been great. Likewise, all will agree with the author that 
the scope, the wide field of diagnostic and therapeutic pro- 
cedure is too great to be discussed in detail in any one 
paper. The author is to be congratulated on his summary 
of the recent advancements in the practice of obstetrics. 

His statement that the prevention and treatment of early 
abortion is still one of the major problems in pre-natal care 
and the results of endocrine therapy in threatened abortion 
have been rather disappointing, is surely being confirmed 
in the present literature. The percentage of cases in threat- 
ened abortion that are benefited by hormone therapy, started 
after the onset of symptoms, must be extremely low. I am 
aware of one series in which all cases admitted with a 
diagnosis of threatening abortion were treated in one 
of three ways: 

A first group was treated by bed rest and sedation only. 

A second group was treated with bed rest and estrogenic 

substance. 

A third treated with bed rest and a combination of corpus 

luteum and estrogenic hormones. 

The fetal salvage in that group treated by bed rest and 
sedation with no hormone therapy was as great as those 
treated with the hormones. Prophylactic hormone therapy, 
started prior to or at the earliest possible time after con- 
ception in cases having repeated abortions, habitual abor- 
ters, is now frequently used. This therapy is given on the 
theory that the implantation bed will be structually and 
physiologically in the most favorable state when the ovum 
imbeds. That this reasoning is sound and will yield good 
results in a fair number of cases is believed to be true. 

Although the cause of toxemia of pregnancy has not been 
established, there have been many advancements in the 
knowledge of this disease, and with these advancements the 
treatment placed on a more sound physiological basis. No 
longer is it believed that pre-eclampsia is primarily a 
renal or hepatic disease, but an alteration in the physiology 
of the vascular system, with an associated abnormal in- 
crease in extra-vascular fluid. Repeated studies have 
served to convince us that the reasons for the extravasation 
of fluid from the vascular system and its accumulation in 
the interstitial spaces are multiple. Ammonium chloride 
is now highly recommended in the correction of abnormal 
fluid retention, and we may hope that in the near future 
more effective diuretics will be available for this purpose. 
Further study with corticosteroids should serve to enlighten 
and guide us in the therapy of pre-eclampsia. Lucke’s 
work on lower nephron nephrosis has served as a founda- 
tion for studies on cases of anuria, following severe tox- 
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emia, and no longer are fluids forced with the idea of act- 
ing as a renal stimulus, but are restricted to a physiological 
limit with more beneficial results. The author has seen 
fit to quote the conclusions of Chesley of the Margaret 
Hague Maternity Hospital and states that these conclusions 
fairly well reflect the modern trend of opinion in the han- 
dling of toxemias. With this I agree, and wish to com- 
mend the author for taking advantage of the opportunity 
of including this concise expression of the modern trend 
in the handling of pre-eclamptics and eclamptics. 

Dr. Groseclose has emphasized the frequency and the 
significance of anemia in pregnancy and considers the use 
of iron and molybdenum complex one of the important re- 
cent advances seen in obstetrical treatment. That this is a 
most satisfactory way of combating anemia in many cases 
is probably correct, but it should be emphasized that anemia 
in pregnancy may be of several types, and, as yet, there 
is no one preparation that may be considered the treat- 
ment of this condition. Although emphasis is often times 
placed on the frequency and significance of anemia during 
pregnancy, there are still many large clinics teaching 
medical students and internes, that require blood studies 
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on the patients only at the time of the initial pre-natal 
visit. An iron preparation may or may not be prescribed, 
but repeated determinations are not done. Often and too 
frequently patients reach the delivery room with a sur- 
prisingly low R.B.C. and Hgb., thereby increasing the 
chances of a major complication. Unfortunately, because 
of such training, there are many who will enter practice, 
and continue to accept the initial blood count as sufficient 
for the duration of an entire pregnancy. Available whole 
blood for transfusions in unlimited quantities has been 
our greatest asset in the treatment of hemorrhage appear- 
ing during the last trimester of pregnancy. The increased 
frequency of hospitalization, the improved operative facil- 
ities, and the newer methods of combating infection have 
decreased the maternal mortality and morbidity in these 
cases. The expectant treatment of placenta previa, as 
advocated by Johnson, Macafee, and others, by contradict- 
ing those that declare placenta previa an “obstetrical 
emergency”, has many followers, and in time will likely 
have many more, with a resulting decrease in the fetal 
mortality. 
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This French accoucheur claimed that cesarean section was never necessary. On this 
point he attacked Baudelocque, was sued, found guilty of slander, and fined 300 francs. 
Baas says of him that he was a fanatic in his defense of the powers of nature, and dis- 
carded all operations, desiring to have all midwifery entrusted simply to physicians 
and midwives, even founding an anti-cesarean section school. From a medical fanatic, 
he became a charlatan, and went so far as to affirm he would rise upon the earth after 


his death. 
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THE ENDAURAL APPROACH FOR SURGERY OF THE TEMPORAL BONE* 


F. D. Woopwarp, M.D., 
and 
G. S. Firz-Hucn, M.D., 


Charlottesville, Virginia. 


Since 1946 the majority of surgery upon the tem- 
poral bone at the University of Virginia Hospital 
has been performed by the endaural technique. This 
technique was developed and popularized by Dr. 
Julius Lempert, of New York. Prior to this period, 
our approach to the mastoid process and middle ear 
cavities was by the familiar Schwartze postauricular 
incision, supplemented by endaural incisions, de- 
pending upon which cavities were to be operated 
upon. Lempert,! in 1928, published an article de- 
scribing an endaural approach to the mastoid cavity, 
and later published additional articles describing an 
improvement and extension of his technique to per- 
mit surgical treatment of certain types of deafness, 
middle ear and petrous suppuration, and vertigo. 
House, Shambaugh, Farrior, and other otologists 
have contributed valuable material to the subject. 

Our technique has been developed from the study 
of Lempert’s essays, from direct observation of Dr. 
Lempert’s skill in the operating room, by the appli- 
cation of the principles thus learned upon the ca- 
daver, and then finally upon the patient. Various 
modifications in technique and equipment have been 
tried, but essentially the Lempert procedures are 
used in the majority of operations. 


*Department of Otolaryngology, University of Virginia 
Hospital, Charlottesville, Virginia. 

Read before the joint meeting of the West Virginia 
Academy and Virginia Society of Ophthalmology and 
Otolaryngology, May 9, 1950, White Sulphur Springs, 


Since early 1946, 224 mastoidectomies and fenes- 
trations have been performed by the staff at the 
University of Virginia Hospital. By referring to 
Table I, one will observe that 129 (58%) operations 
were performed by the endaural route, and the re- 
mainder by the postauricular method. It is inter- 
esting to note the increase in the number of opera- 
tions by the endaural technique and the decrease in 
those by the postauricular in the period from 1946 
through 1949. 
Also, note that the postauricular route is preferred 


The ratio is practically reversed. 


in simple (cortical) mastoidectomies for acute and 
subacute disease. In occasional cases of chronic dis- 
ease wherein the mastoid process is large and pneu- 
matic, the cells are more available by the postauricu- 
lar or combined approach. The endaural approach 
is utilized in all fenestration procedures. 

Some of the advantages of the endaural approach 
to the tympanic and mastoid cavities will be men- 
tioned. 

1. There is less manipulation of the soft tissues, 
with less bleeding, minimal scarring, and a rapid, 
more comfortable, post-operative course. 

2. The electrically driven burrs decrease operat- 
ing time and reduce trauma from the use of the mal- 
let and gouge. 

3. Most important, the mastoid antrum and ex- 
ternal semicircular canal are located with greater 
ease, accuracy, and speed. 


W. Va. 
TABLE I 
MASTOIDECTOMIES AND FENESTRATIONS 
Simple Radical 
Masto- Radical Mastoidectomy 
Simple idectomy Masto- Mastoido- 
Year Mastoidectomy Subcortical idectomy tympanectomy Fenestration Total 
Pa Ea Pa Ea Ea 
1 28 8 2 48 
1947 _ 10 0 14 14 6 at 
1948 _ 5 1 5 34 4 49 
13 0 35 13 68 
1950 (through 4-15-50) 1 0 3 5 6 15 
38 2 57 96 31 224 
Pa = Postauricular technique = 
Ea = Endaural techrique - 129 
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4. The improved head lamp illumination and 
magnifying loupes, which are a part of the endaural 
equipment, increase safety to vital structures and, 
therefore encourage the complete eradication of all 
infection. 

Although we are not prepared to discuss in full 
our complications in this preliminary report, some 
comments may be made or those following the en- 
daural procedure. Our cases of persistent otorrhea 
following operation have decreased, but we still can- 
not assure the patient a dry ear with complete cer- 
tainty. A report on the number of cases with post- 
operative otorrhea and the status of hearing acuity 
will be forthcoming. Following the endaural pro- 
cedure, there have been 14 transient cases of 7th 
nerve paralysis, none permanent. Two cases of peri- 
chondritis and chondritis requiring incision and 
drainage have occurred. Partial stenosis of the au- 
ditory canal has developed in an occasional case. 
Tinnitus and vertigo have caused no concern in any 
of the patients of this group. There have been no 
serious complications such as meningitis, brain ab- 
scess, etc. 

At the present time, we consider our results in 
fenestrations, from the viewpoint of hearing and 
healing, to be very satisfactory and improving with 
added experience. However, we feel that we need 
more time and a larger number of cases before we 
can make a reliable statistical evaluation of the re- 
sults of this type of surgery, as performed by us. 

The type of healing in the operated endaural cavi- 
ties has been unpredictable. The most desired result 
is complete epithelization of the cavity. In some 
cases, however, healing will occur by fibrosis. This 
type of healing may be perfectly satisfactory if no 
dead spaces and infected pockets are present. Epi- 
thelization of the cavity is encouraged by the use of 
free skin grafts, of full thickness of skin, salvaged 
from the tissues of the ear canal or split grafts ob- 
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tained from other donor sites. Skin grafting, in en- 
couraging epithelization, hastens healing. No grafts 
other than those from the canal flap have been used 
in the fenestration procedure. 

In the postoperative care of endaural cases, we are 
more and more impressed with the “hands off” pol- 
icy in the after-care of these cases. Dressings are 
infrequent and the depths of the cavities are dis- 
turbed as little as possible. Our greatest difficulty 
occurs when the cavities occasionally become con- 
taminated by the bacteria, B. proteus and B. pyo- 
cyaneus. 

In closing, the matter of anesthesia requires some 
comment. We have tried the Banower method, of 
very heavy preoperative sedation plus local infiltra- 
tion of the tissues with a procaine epinephrine solu- 
tion, with some success. However, in our experience, 
we have had a more satisfactory anesthesia in every 
respect by using moderate preoperative sedation, pen- 
tothal sodium, and local infiltration of the tissues, 
in all adult ear surgery. 


SUMMARY 

The Lempert endaural technique is supplanting 
the classical Schwartze postauricular technique for 
the surgical treatment of chronic mastoiditis and mid- 
dle ear suppuration at the University of Virginia 
Hospital. The postauricular approach is still pre- 
ferred in acute and subacute disease of the mastoid 
cavity and in the occasional chronic case with a large, 
pneumatic type of mastoid cavity. 


We are indebted to Dr. Lyle B. McGinnis for the 
preparation of the statistics and for the present fol- 
low-up program in these cases. 
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EARLY FUNCTIONAL RESULTS IN FRACTURES OF THE HIP: COMPARISON 
OF TYPES OF TREATMENT 


A Preliminary Report 


EARNEST B. CARPENTER, M.D., 
Fay A. Carmines, M.D., 
Gervas S. Taytor, Jr., M.D., 


Richmord, Virginia. 


The domestic and foreign literature each year con- 
tains increasing numbers of reports on fractures of 
the hip. That these so-called “unsolved fractures” 
continue to be one of the most difficult problems in 
fracture management accounts for the voluminous 
literature reporting end results and new methods of 
treatment. This report is a summary of the early 
functional results obtained by several orthopedists, 
in the treatment of hip fractures, in a teaching hos- 
pital. It is not intended as an analysis of end re- 
sults obtained, as the period of follow up is ad- 
mittedly too short to draw any conclusions regard- 
ing desirability of any particular type of treatment. 
Rather it is of value in demonstrating early results 
obtained by several different men using various 
methods of treatment. 

All cases included in this report were treated on 
the Orthopedic Service of the Medical College of 
Virginia Hospital, Richmond. This service operates 
on a rotation basis throughout the calendar year with 
Board Member orthopedists rotating ‘“‘on service” 
for instruction and supervision of the resident House 
Staff. This report includes both private and ward 
patients treated, without any attempt at separation 
of the two groups. All patients treated as ward cases 
were under the direct supervision of the attending 
orthopedist at all times during their hospital stay, 
including supervision during operation. The wide 
variation in types of treatment is an expression of 
the differences of opinion of the various orthopedists. 

This report covers the years 1945-1948 inclusive. 
Because of the incompleteness of records for the years 
1945 and 1946, no attempt has been made to in- 
clude the cases from these years in the summary of 
results obtained. The records for the years 1947 and 
1948 are complete, and the results included in this 
report comprise information obtained from the chart 
and clinic records of ward patients, in addition to 


From the Department of Orthopedic Surgery, Medical 
College of Virginia, Richmond, Virginia. 


Through the 
generous cooperation of the attending orthopedists, 


information from follow up letters. 


it also includes examination and office record in- 
formation on the private patients. This group of 
fractures of the hip has been classified into two 
groups only, intertrochanteric and intracapsular. The 
intracapsular fractures have not been sub-divided 
into their respective classifications as it is not felt 
that an evaluation of early functional results would 


TABLE I 
TABULATION OF INFORMATION ON ALL CASES 1945-1948 
INCLUSIVE 
1945 42 cases 
1946 _ 21 cases 
1947 82 cases 
1948 77 cases 
Total _ 222 cases 
Intertrochanteric 131 59% 
Intracapsular - 91 41% 
Male 91 41% 
Female ___ 131 59% 
Average Age 67.5 years 
55.5 years 
Female 75.1 years 
Oldest patient - 95 years 
Youngest patient - 16 years 
Average hospital stay__-__ 24.1 days 
White 195 87.8% 
Colored = 27 12.1% 
: 20 9% 
Deaths following 
treatment 13 5.8% 
Deaths prior to 
treatment _______ 7 3.1% 
of intertro- 
Intertrochanteric: oftotal chanteric 
Male . 53 23.8% 40.5% 
Female : : 78 35.1% 59.5% 
of intra- 
Iptracapsular: of total capsular 
Male 27 12.1% 30.0% 


Female 64 


27.3% 


70.0% 
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reveal any significant differences in the types of in- 
tracapsular fractures at the relatively early time of 
follow up comprising this report. 

The tabulation of information included herewith 
is divided into two groups. First, the total of 222 
cases is broken down into types of fractures, sex, 
race, average age at time of fracture, mortality, 
length of hospitalization, etc. Second, the cases for 
the years 1947 and 1948 are then analysed in detail 
as to the method of treatment and results obtained. 
In this group, the shortest period of follow up has 
been one year, the longest two years. It is, of course, 
obvious that no final conclusions can be made from 
such a short period of follow up, but it is intended 
to review this last group of cases at the end of five 
years and report results at that time. 


PRE-OPERATIVE, OPERATIVE, AND IMMEDIATE PostT- 
OPERATIVE MANAGEMENT 


It is the unanimous opinion of the various attend- 
ing orthopedists at this hospital that hip fractures 
are emergency cases, and if possible the patients are 
prepared for operation within twelve hours after 
fracture. The average elapsed time, from time of 
fracture to institution of treatment, in the entire 
group of patients was fourteen hours. Medical con- 
sultation is obtained on many cases. Unless the pa- 
tient is moribund, it is felt that operation and in- 
ternal fixation of the fracture is the treatment of 
choice. With very few exceptions, all operative cases 
were nailed, using the “blind method” as advocated 
by Wescott and using portable x-rays as a check on 
the reduction of the fracture and placement of the 
internal fixation, nail or plate, as the case might be. 
General anesthesia was utilized on all but two cases 
in which operative intervention was used. Local 
infiltration was used in two cases. If the cardio- 
pulmonary condition of the patient permitted, they 
were kept in bed until the third or fourth post- 
operative day and then lifted into a chair for a 
short period, twice daily. Post-operative skeletal 
traction was used in only six instances in this en- 
tire group of cases. Leg exercises, deep breathing 
exercises, and frequent turnings in bed are routine 
post-operative orders. If the physical condition of 
the patient permitted they were allowed up on 
crutches prior to discharge from the hospital. How- 
ever, if the patient could not use crutches without 
puttin: weight on the fractured leg, they were not 
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allowed to be ambulatory but confined to a wheel 
chair. 


LaTE Post-OpERATIVE MANAGEMENT 

Ward patients are examined in the Orthopedic 
Clinic at monthly intervals following hospital dis- 
charge. Weight bearing on the affected leg is not 
permitted until there is x-ray evidence of union. 
It is now felt that weight bearing prior to six months 
following fracture definitely contributes to non-union 
and loss of position of the fragments. The manage- 
ment of the private patients, in general, follows the 
same routine. 

In evaluating the results obtained, no attempt has 
been made to tabulate the percentage of non-union, 
aseptic necrosis of the femoral head, traumatic ar- 
thritis of the affected hip, and range of motion of 
the hip, as these are facts which would be of no 
definite value at this early date but must be evaluated 
at the end of five year follow up. In this survey, 
we have tried to evaluate the cases on an early func- 
tional basis. How have these people with fractures 
of the hip responded to treatment? How are they able 
to ambulate? How much pain are they having in 
the involved hip and to what extent are they dis- 
abled in comparison to their pre-fracture condition ? 
In answering the above questions on the cases fol- 
lowed up, it is hoped that such information, when 
compared with similar information from other clin- 
ics, will be of value in determining an outline of 
treatment for future fractures of the hip. 

The early functional results obtained are broken 
down into four groups: poor, fair, good and excel- 
lent. Poor: Patient disabled to such an extent fol- 
lowing fracture that they must either use crutches or 
are wheelchair patients. Fair: Patient able to am- 
bulate with a cane but is considerably disabled due 
to pain or shortening of the affected leg. Good: 
Patient able to ambulate without aid except for the 
use of a cane occasionally and in whom pain in the 
involved hip is only slight. Excellent: Patient is 
able to ambulate freely and in general has no dis- 
ability as a result of their fractured hip. 

Of the total of 222 cases, twenty, or nine per cent, 
died as a result of their fracture. Seven of the twenty 
cases were moribund on admission and died before 
treatment for the fracture could be instituted. The 
remaining thirteen patients died following treat- 
ment of their fracture. Three of these thirteen deaths 
followed the application of well leg casts, and in two 
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cases a general anesthesic was used during the appli- 
cation of the casts. The remaining ten deaths fol- 
lowed operative treatment of the fracture. We have 
included all deaths which occurred during the hos- 
pital stay of patients regardless of cause. It is not 
felt that a death occurring several weeks or months 
following hospital discharge should be considered 
as a death attributed to the fractured hip unless the 
patient has been totally physically incapacitated as a 
result of the fracture, or treatment used. 

There were four post-operative infections occur- 
ring in the entire group. One such infection resulted 
in an extensive osteomyelitis of the femoral neck 
and head with complete invalidism of the patient. 
The remaining post-operative infections were con- 
fined to the soft tissues and all healed without bony 
involvement. 

The following statistical information (Table II) 
is a condensation of the years 1947-1948 and all 
fractures of the hip treated in this hospital during 
this two year period are included on whom the fol- 
low up of early functional results was obtained. 
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TABLE II 
ToTaL 1947-1948 159 cases 
Intertrochanteric ______ 100 62.8% 
Intracapsular ______- 59 37.1% 
34.5% 
Female 65.4% 
White ___ 88.6% 
18 11.3% 
Average hospital stay 26.4 days 
Deaths following 
treatment ___- 7 4.4% 
Deaths prior to 
treatment + 2.5% 
of intertro- 
Intertrochanteric: of total chanteric 
Male 37 23.2% 37% 
63 39.6% 63% 
of intra- 
Intracapsular: of total capsular 
18 11.3% . 30.5% 
Pemale 41 25.7% 69.5% 


The methods of treatment of the respective frac- 
tures was as follows: (Table III.) 

In evaluating the functional results obtained, each 
patient has been placed in one of the four groups 
mentioned previously. As a further break-down, the 
four groups have been tabulated into the type of 
treatment given each case falling into that general 
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TABLE III 


METHODs OF TREATMENT 
INTERTROCHANTERIC 
Smith-Petersen nail and 
Thornton attachment _ 34 
Austin Moore blade plate 39 


INTRACAPSULAR 
Smith-Petersen nail__ 52 
Smith-Petersen nail 

and Thornton at- 


Neufeld plate _________ 1 tachment _ _. 4 
Well leg traction casts__ 16 Balanced skeletal 
Balanced skeletal traction 7 traction ___.___- 1 


Double spica cast ____. 1 No Rx. Death 
No treatment, Death prior to treatment. 2 
prior to Rx. 2 
168 59 


group. Of the 159 cases we were unable to obtain 
the follow up on 37. Some information was avail- 
able from the charts of many of these patients but 
they are not included in the final tabulation because 
we were unable to obtain sufficient information to be 
of value in appraising their functional result. There 
were fourteen additional patients who have not been 
included in the tabulation of results because of their 
physical condition prior to, and following, their 
fracture. This includes patients who were bedrid- 
den or wheelchair patients because of senility, or 
were hemiplegics from cerebral vascular accidents, 
or had mental instability, etc., prior to their frac- 
ture. A follow up was obtained on each of these 
fourteen patients, all of whom are still living, but 
because of their continued physical disability, it 
was not felt justifiable to include them in the tabula- 
tion of results. This leaves a total of ninety-seven 
of the 159 cases with reportable results, or 61%. 
The results of these ninety-seven cases are as fol- 


lows: 
TABLE IV 
9.2% 
Fair 24 24.7% 
40 41.2% 
Excellent __- 24.7% 


The results obtained in regard to the type of frac- 
ture are interesting and show: 


TABLE V 
INTERTROCHANTERIC INTRACAPSULAR 
41% Poor .._£_... 5.1% 
Fair ........ 19 19.5% Fair -—..- 5 5.1% 
Good ____-_ 25 25.7% Good 15.4% 
Excellent ___ 16 16.6% Excellent 8 8.2% 
64 63.9% 33 34 % 


126 VirGINIA MEDICAL MONTHLY 


In the break dewn of the results as to the various 
types of treatment and the results obtained by each 
method, the most interesting and instructive figures 
are revealed, namely, 


VI 
INTERTROCHANTERIC 
Smith-Petersen nail and 1 
Thornton attachmert 4 
Austin Moore blade plate 7 
.............. 9 
1 
Well traction casts 
_ 3 
1 
Balanced skeletal traction 1 
3 
2 
INTRACAPSULAR 

5 
_ 

Excellent 

DISCUSSION 


From these figures, it is evident that in this group 
of cases the most satisfying results were obtained by 
use of either the Austin Moore blade plate or Smith- 
Petersen nail and Thornton attachment in the in- 
tertrochanteric fractures, and in the intracapsular 
fractures the use of a Smith-Petersen nail produced 
not only the most satisfactory results but also the only 
reportable results. The writers have made an honest 
effort to be as conservative as possible in analyzing 
the results. Where there has been any question as 
to what group an individual case should be placed 
in, we have placed such cases into a lower group 
rather than one of more satisfactory classification. 
The various types of treatment afforded these frac- 
tures is worthy of explanation. The use of well leg 
traction cases in the treatment of intertrochanteric 
fractures has been discarded at this hospital since 
early in 1948 because of persistent evidence of oc- 
currence of coxa vara in many of the cases treated 
by this method. It is now felt that if the patient is 
able to tolerate any type of treatment, the treatment 
of choice is operation and internal fixation of the 
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fracture. The cases treated by balanced suspended 
skeletal traction were so treated because of very se- 
vere comminution of the fractures and when, in the 
opinion ef the attending orthopedist, internal fixa- 
tion of their fracture would have been inadvisable. 
It is interesting that six of the seven cases so treated 
were below the age of 50 and this fact probably ac- 
counts for the negative mortality in this group. One 
of these cases so treated, however, developed a non- 
union after 314 months of skeletal traction, requir- 
ing reconstructive surgery. As mentioned previously, 
skeletal traction was used post-operatively in six 
cases and, of these six, three obtained an excellent 
result and one a good result. It is not to be denied 
that this method of treatment afforded satisfactory 
results. However, of these six cases treated by trac- 
tion, following operation, the oldest was +7 and the 
youngest 29. 

It is the feeling of all the orthopedists treating 
these cases that accurate reduction and nailing of 
these fractures is the first consideration to be satis- 
fied, but if traction and continued bed rest are neces- 
sary to hold the reduction of the fracture, at the ex- 
pense of the patient’s physical survival, then it is 
best to accept some loss of position with subsequent 
shortening of the affected leg and have the patient 
live. 

No explanation is available from the chart as to 
why one patient with an intertrochanteric fracture 
was treated in a spica cast and why one patient with 
an intracapsular fracture was treated by balanced 
skeletal traction. Unfortunately, insufficient follow 
up information was available on both of these cases 
to include them in the tabulation of results. The 
four instances of intracapsular fractures treated with 
a Smith-Petersen nail and Thornton attachment 
were all high sub-capital fractures and the operator 
in each instance felt that firmer fixation could be 
obtained by use of the attachment rather than using 
the nail alone. It is now admitted, however, that the 
use of the Thornton attachment with the Smith- 
Petersen nail will not prevent the nail cutting through 
the neck or femoral head to some extent, as this oc- 
currence has been observed, not only in this group 
of cases, but in other cases treated elsewhere. — 


SUMMARY 


An analysis of fractures of the hip treated in a 
teaching hospital, using various methods of treatment 
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has been presented. The results are presented as 
early functional results with no attempt made to 
evaluate end results or anatomical results at this 
early period of follow up. The entire group will be 
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reviewed at the end of five years and the anatomical 
results evaluated at that time. 


401 Medical Arts Building. 


At What Distance Should One View Tele- 
vision? 

For eye comfort, how far should a person be from 
the screen to view television? Dr. William Blake, of 
Astoria, Long Island, N. Y., put this question to the 
Journal of the American Medical Association. Be- 
cause of its controversial nature, the Journal sub- 
mitted the question to three “competent medical au- 
thorities,” and they all came up with virtually the 
same answer: 

As a general recommendation for small or mod- 
erate-sized screens, a distance of roughly 10 times 
the diameter of the screen is found most comfortable 
for clear viewing and avoidance of eye fatigue. 

This, substantially, is the same opinion as that 
expressed by the American Society for the Preven- 
tion of Blindness. 

One authority, whose answer is printed in the 
February 3 issue of the A.M.A. Journal, says “the 
optimal distance from which one should watch tele- 
vision varies from one person to another, depending 
at least partly on his state of refraction and on the 
size of the screen. Placement of furniture and room 
size also influence one’s preference. In general, a 
distance of 10 feet or more would be preferable, 
since then there is necessary only a moderate amount 
of convergence and accommodation. One should 
avoid sitting closer than five feet.” 


The authority said further that if eye fatigue oc- 


curs at a distance roughly 10 times the diameter of 
the screen in a person with no visual abnormalities, 
“the distance may be changed.” “In fact, changing 
occasionally from one chair to another should help 
in avoidance of fatigue not only of the sense of vision 
but of the neck muscles. Regardless of the distance 
of viewing, there seems to be no evidence that eye 
fatigue in the ‘normal’ eye will cause pathological 
changes. The chief problem is that of comfort.” 

One of the other authorities, whose answers also 
were published in the A.M.A. Journal, said that the 
more defects there are in the television picture, “the 
greater is the tendency for visual fatigue.” ‘This,” 
he said, “‘includes such defects as out-of-focus pic- 
tures, those that are too dim, too flat and with too 
much contrast, and those that weave and jump. The 
viewing distance should therefore not be near enough 
for these defects, especially the graininess, to be 
overly apparent. This is more important than size 
of the picture, although the graininess and size may 
go together. Furthermore, the appearance of graini- 
ness will increase with the increase in brightness of 
the screen. Television should be observed in a lighted 
room, so that there is not too great a contrast between 
the screen and the background.” 

The third authority said that “when television is 
viewed from a distance less than 10 times the diame- 
ter of the television tube, no harm whatever is done 
to the eyes but the picture loses in quality as the 
scanning lines then become visible.” 
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THE CARE OF THE PREMATURE INFANT IN PRIVATE PRACTICE 


ALBERT M. EpmMonps, M.D., Richmond, Virginia 
Epwin L. Kenpic, Jr., M.D., Richmond, Virginia 
and 
KENNETH BatLey, M.D., Fairmont, West Virginia 


This study was undertaken to show the mortality 
in premature infants handled as private patients in 
several different hospitals in the city of Richmond. 

The premature infants in this study were all pri- 
vate patients. They were seen over a 5 year period, 
1944-1949, at the Hospital Division of the Medical 
College of Virginia, St. Luke’s Hospital, Stuart Cir- 
cle Hospital, Johnston-Willis Hospital, Grace Hos- 
pital and Retreat For The Sick. In none of these 
institutions was there a unit exclusively designed for 
premature infants and in most of them the prema- 
tures were placed in the regular newborn nursery 
unit. At the Medical College of Virginia, there ex- 
isted the best physical arrangement for prematures 
and there the premature infants were kept apart from 
the normal newborn group in a special nursery used 
for all other infants under 3 months of age who 
had no communicable disease. Since there were not 
enough incubators always available in any of the 
hospitals, many of the premature infants included 
in this study were kept in a heated crib throughout 
much or all of their hospital stay. 


TABLE I 
RESULTS AND DISCUSSION 


MortTA.ity STATISTICS Per cent 
Weight Living Died Mortality 
Over 2000 Grams_____- 135 11 7.5 
32 10 23.3 
11 9 45 
2000 0 1 100 
(ee 178 31 14.8 


The nursing personnel also varied a great deal. 
At the Medical College of Virginia Hospital there 
were specially trained graduate nurses, but these 
were in the minority and student nurses constantly 
rotated through this service as part of their training. 
In all except one of the other hospitals, the same 
nursing arrangement existed, and in that one, practi- 
cal nurses aided the graduate personnel. In a few 
cases, special duty nurses were assigned to the care 
of the premature for at least the first few days of life 
and in the rare instance for a longer period of time. 

This series of cases totals 209, with a weight range 


from 2500 grams to below 1000 grams. Our regimen 
was fairly uniform as to feeding and no attempt will 
be made to discuss our attitude toward different 
products now in use. Our only purpose is to show 
the results we believe may be expected with good 
medical and nursing care under conditions normally 
found in the state of Virginia. 


We believe this gives a fair index of minimum ex- 
pectations for those practitioners who, like us, are 
caring for prematures under regimens and environ- 
ments which are neither extraordinary nor unusual. 


The overall mortality rate of the entire group was 
14.8 per cent. In the group between 2000-2500 
grams there were 146 cases and the mortality rate 
was 7.5 per cent. In the group between 1500-2000 
grams, of which there were 42 cases, the mortality 
rate was 23.3 per cent. In the group between 1000- 
1500 grams, there were 20 cases and the mortality 
rate was 45 per cent. The only case weighing less 
than 1000 grams at birth did not survive. 

Table II presents the mortality rate as computed 
by Bane, Hubbard and Pennell. These cases were 


TABLE II 
(AFTER BANE, HUBBARD AND PENNELL) 
FATALITY RATE AMONG PREMATURE INFANTS BorN IN 
HospiTraL By WEIGHT Group 


Fatality 
Weight Group Cases Deaths Rate 
(per cent) 
2,001-2,500 gm. 13,960 1,020 
1,501-2,000 gm. __------ 6,333 1,446 22.8 
1,001-1,500 gm. ______-- 3,185 1,734 54.4 
1,000 gm. or less___---- 2,116 1,896 89.6 


collected from a nationwide questionnaire to which 
about one-half of the hospitals in this country hav- 
ing a minimum of 800 deliveries per year responded. 
The results are comparable to those of the authors. 


CONCLUSION 
A series of 209 prematures treated in 6 hospitals 
in Richmond, Virginia, is presented and the mor- 
tality rates reviewed. 


414 West Franklin Street. 
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SACRO-ILIAC DISARTICULATION (HEMIPELVECTOMY)— 
A Case Report 


WALTER F. BECKER, M.D.,* 


New Orleans, Louisiana. 


Sacro-iliac disarticulation or hemipelvectomy is a 
radical surgical procedure involving the complete 
amputation of the lower extremity, corresponding 
buttock, and innominate bone. The operation was 
first successfully performed by Girard! in 1895; and 
since that time approximately 160 cases have been 
reported. An excellent review of the subject was 
made by Pack and Ehrlich? in 1946. 

A radical surgical procedure for malignant dis- 
ease becomes acceptable only when its indications 
have been established, its operative mortality is rea- 
sonably low and its possible end result justifies any 
resulting deformity. Hemipelvectomy can be per- 
formed for malignant tumors of the upper femur, in- 
nominate bone and adjacent soft parts with the same 
operative mortality rate and with a higher cure rate 
than can pancreato-duodenectomy or total gastrec- 
tomy for carcinoma of the pancreas or stomach. De- 
spite these facts, sacro-iliac disarticulation remains 
unacceptable to many surgeons who perform pan- 
creato-duodenal resections and total gastrectomies 
with great enthusiasm. The relative infrequency with 
which hemipelvectomy is performed can be partially 
attributed to the mutilating features of the operation. 

The purpose of this report is to add to the litera- 
ture another case of successful hemipelvectomy with 
the hope that it will strengthen the already existing 
evidence that the operation is useful in the manage- 
ment of certain neoplasms of the lower extremity, 
groin, buttock, innominate bone, and pelvic parietes. 


CasE REPORT 

H. H. (U. Va. # 279672), white man of 56, was 
admitted to the University of Virginia Hospital April 
21, 1949, for treatment of a recurrent tumor of the 
left thigh. Two years ago, in another city, a sub- 
cutaneously situated fibrosarcoma had been excised 
from the upper anterior thigh. There was no evi- 
dence of recurrence until three months ago when he 
had noted a small nodule in the central portion of 


From the School of Surgery and Gynecology and the 
University Hospital, University of Virginia Department of 
Medicine, Charlottesville, Virginia. 

*Clinical Cancer Trainee, July, 
American Cancer Society. 


1949-June, 1950), 


the operative scar. The mass rapidly increased in 
size, and became ulcerated and grossly infected. In 
recent weeks the lesion had bled slightly on several 
occasions and had become quite painful. 

Physical Examination: A well-developed and fair- 
ly well-nourished white man with cardiac enlarge- 
ment, pulmonary emphysema and prostatic hyper- 
trophy. Blood pressure was 105/70, T. 100.4, P. 
100. On the upper anterior surface of the left thigh 
there was an ulcerated, infected, malodorous, bleed- 
ing tumor about 15 cms. in diameter (Figure I). 
The edges of the lesion were raised for about 5 cms., 
and there was a central crater 8 cms. in depth. The 
superior border of the ulcerated portion extended to 
within 5 cms. of the inguinal ligament, while the 
tumor was surrounded by a zone of induration which 
extended actually to that level. Several large, firm, 
non-tender lymph nodes were palpable in the left 
groin. 

Laboratory Data: RBC 3,900,000; Hb. 10 grams; 
wbe 10,500 with 85% PMNs. Urinalysis and Was- 
sermann test were negative. Urea, PSP, total serum 
protein, calcium, phosphorus and alkaline phospha- 
The electrocardiogram revealed 
changes consistent with myocardial damage second- 


tase were normal. 


ary to coronary sclerosis, and the orthodiagram 
showed left ventricular enlargement. Roentgeno- 
grams of the chest disclosed cardiac enlargement, 
and no evidence of pulmonary metastasis. X-rays 
of the pelvis and left femur were negative. Biopsy 
of the tumor revealed a fibrosarcoma. 

Pre-Operative Preparation: The administration 
of 1500 cc. of whole blood overcame the anemia and 
parenteral penicillin and local warm wet compresses 
reduced the infection about the tumor.’ Repeated 
enemata cleansed the rectum. On the morning of the 
operation a Foley catheter was inserted into the blad- 
der, a Levine tube was introduced into the stomach, 
and the affected extremity including the tumor was 
snugly encased in an elastic bandage. 

Operative Procedure: Nitrous oxide-ether anes- 
thesia was employed. After the skin of the opera- 
tive area had been cleansed with ether and phemerol 


gens 
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the scrotum was sutured temporarily to the opposite 
thigh, and the anus was closed temporarily with a 
purse string suture. The entire field was again pre- 
pared and appropriate drapes applied. The skin in- 
cision was begun just above the pubic tubercle and 
extended superiorly and laterally above the iliac 
crest and then inferiorly above the greater trochanter 
along the infra-gluteal fold to the perineum. The 
perineal end of the incision was then connected with 
the medial end of the anterior incision. The anterior 
dissection was carried down through the subcutane- 
ous tissue and fascia to expose the rectus abdominis 
muscle which was severed at its insertion into the 
pubis. The inguinal ligament was totally excised, 
thus completing the detachment of the left anterior 


l. Reeurrent fibrosarcoma. Deep infiltration extended to the 


level of the inguinal ligament. 
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abdominal wall from the bony pelvis. The sper- 
matic cord, peritoneum, bladder and ureter were care- 
fully retracted mesially. The external iliac artery 
was divided between silk ligatures about 114 cm. 
distal to its point of origin; and then the external 
iliac vein was ligated and severed. The symphysis 
pubis was exposed and divided with a Gigli saw. 
Hot packs were employed to control the brisk bleed- 
ing which resulted. The patient was turned on his 
right side, and the posterior flap reflected almost to 
the mid-line. He was returned to the supine posi- 
tion and the anterior dissection resumed with detach- 
ment of the quadratus lumborum muscle and ex- 
posure of the iliac crest. The sacro-iliac joint was 
exposed by dividing the ileopsoas, iliacus, pyriformis, 
gemelli, and the levator ani muscles. A chisel was 
employed to disarticulate the joint, using the an- 
terior approach. Sharp bony prominences were ron- 
geured away, and bleeding was controlled with bone 
wax. The patient was shifted on to his right side 
and the posterior dissection continued with division 
of the posterior attachment of the glutei, and liga- 
tion and division of the obturator, superior gluteal 
and inferior gluteal vessels. With the extremity 
flexed and abducted, its removal was completed by 
division of the sacral ligaments and the major nerve 
trunks. The nerves were ligated but not injected. 
The wound was irrigated with warm saline and 
closed in layers with interrupted sutures of silk. 
Two Penrose drains were placed in the depths of 
the wound and brought out at the ends of the in- 
cision. A pressure dressing was applied after the 
anal and scrotal sutures had been removed. The 
patient tolerated the procedure nicely and was in 
excellent condition at its termination. Four thou- 
sand cc. of whole blood (probably excessive) were 
administered in the operating room. 

Post-O perative Course: Convalescence was smooth. 
To prevent abdominal distention continuous suc- 
tion was exerted on the Levine tube for four days. 
The Foley catheter was removed from the bladder 
when the patient was permitted to sit in a chair on 
the 6th day. The drains were shortened on the 4th 
day and completely withdrawn on the 8th day when 
the sutures were removed. Though there was a nar- 
row zone of slough along the central portion of the 
posterior flap, the wound was completely healed at 
the time of the patient’s discharge from the hospital 
on his 17th post-operative day. During the five days 
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preceding his discharge from the hospital he was 
ambulatory with the assistance of crutches (Figure 
II); dressed himself; and declined the assistance of 


nurses and orderlies. 


III. Post-operative roentgenogram showing the extent of the 
skeletal resection. 


SUMMARY 

The surgical management of a 56 year old man 
with a recurrent fibrosarcoma of the upper thigh is 
discussed. Roentgenograms and photographs of the 
patient are presented. 

It is urged that sacro-iliac disarticulation be more 
frequently employed in the treatment of neoplasms 
of the upper femur, innominate bone, and adjacent 
soft parts. 

Later note (October 10, 1950): This patient was 
last seen on June 15, 1950 with evidence of pul- 
monary metastasis. 
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gional lymph nodes. The tumor apparently had been pelvectomy). Part III; Sacro-Iliac Disarticulation 
completely excised. (Hemipelvectomy). 42x. Surg, 124:1-27, 1946. 


Pathology Report: Fibrosarcoma of the left up- 
per thigh without involvement of the femur or re- 
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THE TOXICITY OF ANTIHISTAMINIC DRUGS: A CASE REPORT 
AND DISCUSSION 


W. R. Cuitwoop, M.D., 
and 
C. D. Moore, M.D., 
Wytheville, Virginia. 


The numerous antihistaminic drugs are now being 
used by the medical profession for a wide variety of 
diseases. They have been found to be of definite 
value in the management of certain allergic dis- 
orders. However, many isolated reports of their 
beneficial effects have been made in other allergic 
and non-allergic diseases ranging from bee stings! 
to leprosy’, Parkinson’s disease*, and angina pec- 
toris*, to mention a few. The results of a great many 
of these reports have not been substantiated, but, 
nevertheless, the antihistaminic drugs are being used 
rather recklessly and in large quantities by the medi- 
cal profession in these and many other diseases with 
vague and doubtful results. Moreover, they have re- 
cently been introduced to the laity and are being sold 
without restriction as a treatment for the common 
cold. This is being done in spite of the fact that the 
studies responsible for this usage were based on pa- 
tients not conclusively diagnosed as having colds and 
with poor or no control groups of patients®. It has 
been estimated® that $72,000,000 worth of these 
drugs will be sold over the counter in 1950 and that 
an additional $28,000,000 worth will be prescribed. 

The side effects of these drugs consisting of drowsi- 
ness, dizziness, nervousness, and gastro-intestinal 
symptoms are well known** and are usually easily 
controlled by reducing the dosage, discontinuing the 
drug, or resorting to a different antihistaminic. How- 
ever, the fact that they produce severe toxic reactions, 
for which there is no effective treatment, and occa- 
sionally death®!" has been discussed relatively lit- 
tle. For this reason, and because it is felt that not 
enough emphasis has been placed on the importance 
of safeguarding these drugs from children, and of 
warning the laity against excessive self-medication 
with them, the following case is reported. 

Case Report: B.S. B., a white female child, age 
18 months, who had been in previous good health 
was admitted to the hospital on February 3, 1949, 
with a history of having ingested four to six cap- 
sules (200 to 300 mgm.) of benadryl about 6 hours 
prior to admission. The benadryl had been pre- 


scribed for the mother because of hayfever. The 
capsules had not been placed in an inaccessible place 
and when the mother found the child with the cap- 
sules she estimated about four to six capsules were 
absent from the box. 

Admission physical examination revealed a well 
developed and well nourished white female child in 
a rather marked state of excitement. There were 
jerky, poorly coordinated, and purposeless move- 
ments of the head and extremities. She was unable 
to pick up cbjects because of incoordination. She 
was not unconscious, but did not seem to understand 
simple requests made by her mother. There was 
a bilateral internal strabismus. The pupils were 
markedly dilated and did not respond to light. Ab- 
dominal and patellar reflexes could not be elicited. 
She was inclined to keep her head drawn to the left 
and when helped to a standing position she tended 
to fall to the left. The remainder of the physical 
examination was essentially normal. 

Routine laboratory studies were as follows: R. 
B. C. 5,360,000; W. B. C. 12,800; Hb. 13.5 grams 
per cent. Urinalysis revealed no albumin, sugar, 
pus cells, casts or red blood cells. 

The child remained in an excited state with the 
signs she had on admission for about 12 hours, then 
gradually became quieter until at the end of 14 hours 
she fell into a rather profound sleep and slept for 
about 8 hours. About 24 hours after the ingestion 
of the benadryl she was apparently normal and all 
reflexes had returned. 

As for therapy, no special routine was carried out. 
During the excited phase of the intoxication seda- 
tion was considered, but it was felt that later on it 
might augment the depressive effects of the bena- 
dryl. Caffeine sodium benzoate was given hypo- 
dermically during the period she slept. 

Discussion: The above case illustrates the oppo- 
site toxic effects benadryl can have on the central 
nervous system. Both stimulation and depression of 
the nervous system can occur as pointed out by Loew 
in a recent article.!* Our case showed a marked pic- 
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ture of stimulation of the central nervous system, 
which was followed by signs of a depression as evi- 
denced by a deep sleep. There was some overlapping 
of signs of stimulation and depression, as shown by 
depressed abdominal and patellar reflexes, and pa- 
ralyses of the external rectus muscle of the eyes dur- 
ing the excitatory stage. Snyderman reported a simi- 
lar case!® of stimulation and depression of the 
central nervous system manifested by drowsiness ini- 
tially and convulsions later in a child who accident- 
ly ingested 800 mgm. of thenylene hydrochloride. 

Benadryl is commonly known to produce drowsi- 
ness as a side effect. One series’ of cases showed 
drowsiness accompanied the use of this drug in 61% 
of the cases. This side effect is common enough that 
benadryl is often used as a sedative and it is felt 
that the benefits derived from this drug in the oral 
treatment of allergic dermatoses is as much due to 
its sedation as to its antihistaminic action. The fact 
that this depressive effect can be dangerous is pointed 
out by the Council on Pharmacy and Chemistry of 
the American Medical Association! who warn that 
many people become drowsy from these drugs and 
fall asleep at work, occasionally while driving autos 
or operating machinery. One case report? has been 
found in the literature in which a fatality was thought 
to be due to the depression of the central nervous 
system. 

As for the analeptic properties of the antihista- 
minic drugs, Churchill and Gammon” have shown 
that benadryl and pyribenzamine both tend to pro- 
duce seizures in patients with focal lesions of the 
cerebral cortex. Pyribenzamine also provokes at- 
tacks of petit mal, while benadryl tends to suppress 
them. They conclude that patients subject to con- 
vulsive seizures should be given antihistaminic drugs 
with care. 


The case reported here did not develop a true 
convulsion but muscular twitchings accompanied by 
jerky movements of the extremities were present. 
Others'®1* have reported this increased neuromus- 
cular activity and several cases of true convulsions 
have been reported!1%18 jn persons who had no 
tendency to such seizures. One such case of central 
nervous system stimulation by thenylene has been 
reported which ended in death?®. 

Dilatation of the pupils which was seen in our 
case has been noted by others!!3, Also strabismus 
has been noted elsewhere’®. 
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Although our patient was too young to determine 
disorientation, this seems to be one of the main toxic 
effects the antihistaminic drugs have on the cen- 
tral nervous system. McGavack et al.§ found this 
to be true more often with benadryl than with pyri- 
benzamine. 

Other milder central nervous system symptoms 
caused by antihistaminic drugs are: insomnia, diz- 
ziness, headache, and tinnitus’. 

The cardiovascular system is also affected by the 
antihistaminic drugs. Geiger et al.!® reported a case 
in which a shocklike state was produced after a pa- 
tient had been administered 350 mgm. of benadryl 
orally. This patient was found unconscious, cold, 
pale, and pulseless, with the blood pressure unob- 
tainable. On the other hand, reports*’ have been 
made of transient hypertension following oral bena- 
dryl therapy. 

Mackmull*! has shown that dosages of and above 
100 mgm. of benadryl intravenously elevated the 
systolic and diastolic blood pressure 5 to 20 mm. 
for two hours or more. Large doses of intravenous 
benadryl also cause cardiac acceleration, shortened 
diastole, and changes in T and P waves of the elec- 
trocardiogram. He concludes that large doses of 
benadryl should not be given intravenously to hy- 
pertensive patients. 

Another serious toxic effect of the antihistaminic 
drugs which has been reported is agranulocytosis. 
Blanton and Owens reported such a case” following 
the use of pyribenzamine for eight weeks. Another 
case” of agranulocytosis developed after four grams 
of pyribenzamine had been administered over five 
and one-half weeks. Recently diatrin has been re- 
ported™ to cause a similar reaction. It has been 
pointed out” that both pyribenzamine and diatrin 
have the ‘“‘benzamine” linkage which is also present 
in aminopyrine, not an antihistaminic, but another 
common cause of agranulocytosis. Kracke and Park- 
er® have found this linkage to be the cause of 
agranulocytosis, 

Other reactions that are serious enough not to be 
classified as side effects are urinary obstruction”, 
ocular changes’, and dermatoses”®. 

Pyribenzamine** and thenylene” have been re- 
ported to cause urinary obstruction probably due to 
their spasmogenic effect on the vesical sphincter. 
Discontinuance of both drugs produces alleviation 
of the symptoms. 
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Ocular effects that have been noticed” are re- 
fractive changes, corneal edema and permanent 
vitreous opacities. The permanent vitreous opacities 
and a case!® in which a heminopsia persisted after a 
reaction to thenylene are the only permanent effects 
of any kind from antihistaminic toxicity that can be 
found in the literature. 

Barksdale and Ellis*® report that the antihista- 
minic drugs used locally have very little effect on 
pruritus ani, atopic dermatitis, urticaria and poison 
ivy. On the contrary, they found that they sometimes 
produce vesicular lesions. They conclude that be- 
cause of such allergic reactions these drugs are con- 
traindicated for topical use. 

There is no definite evidence that there is a cumu- 
lative toxicity of the antihistaminic drugs. Schwartz- 
berg and Willerson reported a case*® in which symp- 
toms did not entirely disappear for nearly two 
months after benadryl had been discontinued. They 
felt that this case was likely evidence of its cumula- 
tive effect. 

A great deal concerning the pharmacology of the 
antihistaminic drugs is not known. They have many 
other actions beside their antihistaminic effects. As 
Sternberg et al.*! have recently pointed out they also 
have antiacetylcholinic, local anesthetic, sympatho- 
mimetic, and quinidine like properties. Haley and 
Harris® have shown that the antihistaminic drugs 
produce vasoconstriction of capillaries through their 
effect on the precapillary sphincter. Benadryl and 
pyribenzamine have been found to have opposite ac- 
tions on dog intestine and uterus**, Benadryl pro- 
duces an antispasmodic effect and pyribenzamine 
causes contraction of these tissues. 

Concerning the treatment of the toxic manifesta- 
tion of the antihistaminic drugs, there is no specific 
antidote. There is a danger in using sedatives for 
the central nervous system symptoms. It has been 
shown* that several antihistaminics augment the ef- 
fect of barbiturates, and it can be surmised that the 
reverse is true. As shown in our case, the stimula- 
tion of the central nervous system may be followed 
by a depression and sedatives would only accentuate 
this. 

Administration of histamine would seem to be the 
logical antidote, but there is no data to bear this out. 
As most of the toxic effects of the antihistaminic 
drugs are not due to their antihistaminic action, his- 
tamine might not only be of little or no benefit, but 
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could prove harmful. David and Karr® have men- 
tioned this, especially in the treatment of benadryl 
toxicity. They point out that histamine causes vaso- 
dilatation and increased capillary permeability which 
would superimpose more shock on the shock from 
benadryl. 

To reduce side effects Brown and Brown* sug- 
gest the use of a combination of benadryl and amino- 
phylline. This seems to reduce the side effects, but 
there has been no definite evidence it will prevent 
severe reactions. 

These drugs are an important addition to the 
armamentarium of therapy, but due to the fact that 
they are being used in such large quantities and at 
times in a rather haphazard and indiscriminate man- 
ner, this case report and discussion is made to em- 
phasize that they can produce serious toxic reactions 
and have produced fatalities. It is hoped that in the 
future their sale will be restricted and that physicians 
will prescribe them only for diseases that have been 
proven without a doubt to be benefited by them. 


SUMMARY 


1. Antihistaminic drugs are not without severe 
toxic reactions and sometimes fatalities result. 

2. A case of benadryl poisoning manifested by 
both stimulation and depression of the central 
nervous system is reported. 

3. A brief review of the literature concerning 
antihistaminic toxicity is given. 

4. A plea is made for a more rational and re- 
stricted use of these drugs. 
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PELVIC EVISCERATION FOR ADVANCED PERSISTENT OR RECURRENT 
CARCINOMA OF THE CERVIX 


ARTHUR WEINBERG, M.D., F.A.C.S., D-OG., 


and 


Joun B. Katser, M.D., D.S., 
Far Rockaway, New York. 


In general, at the present time, according to Read, 
the treatment for most cases of carcinoma of the cer- 
vix is irradiation by radium and deep x-ray therapy. 
The five year salvage by this method is about 35 
per cent. The use of supra-voltage x-ray with the 
million volt unit and the employment of the vaginal 
cone adaptor may improve the results to some extent. 
A small percentage of cases are selected for surgical 
extirpation: those patients in good physical condi- 
tion with stage I and grade I lesions in which no 
contraindication to radical surgery, such as systemic 
disease or obesity, exists. Some more advanced cases 
(stage II) which present special factors which mili- 
tate against radiation are also consigned for surgery. 
These factors are: 1. Radio-resistance proven clini- 
cally or cytologically; 2. Adenocarcinoma of the 
cervix; 3. Stenosis of the vaginal vault; 4. The 
presence of pregnancy; 5. The association of a pel- 
vic tumor such as a fibroid, ovarian cyst, or tubal 
disease; 6. The refusal of the patient to accept 
radiation. 

There is also a borderline group of cases (stage 
II-III) in which the primary treatment with irradia- 
tion is followed by iliac lymphadenectomy or radical 
panhysterectomy of the Wertheim type, with pelvic 
lymph node dissection. 

Following primary treatment with irradiation there 
is a group of cases in which the malignant process 
persists or recurs and remains localized in the pelvis 
without evidence of distant spread. 

According to Brunschwig, it is a characteristic of 
carcinoma of the. cervix to remain within the pelvis 
for long periods without distant metastases. Many 
deaths from carcinoma of the cervix are due to uremia 
or pyelonephritis from ureteral involvement. Other 
deaths are due to cachexia from the pain produced 
by the advancing disease. Bladder or bowel func- 
tion is often seriously interfered with by obstruction 
or fistula formation and contributes to the mortality. 


From the Gynecological and Surgical Services, St. 
Joseph’s Hospital, Far Rockaway, N. Y. 


Severe vaginal hemorrhage and infection may be 
pronmtinent factors in the ultimate mortality. 

Palliative procedures aimed at the relief of pain 
by sedation or hypnotics may often fail to accom- 
plish their purpose and even if they are successful 
add nothing to the useful or happy life of the indi- 
vidual. The relief of pain by the neurosurgical pro- 
cedures of cordotomy, prefrontal lobotomy, or alco- 
hol injection of the nerve roots may relieve the pain 
but do not prevent the malignant process from caus- 
ing death by local extension to vital organs. 

From these considerations it is obvious that there 
exists a place for radical surgery in certain of these 
persistent or recurrent cases of cervical cancer, as a 
palliative or even as a curative effort. 

A distressing and desperate case recently treated 
by evisceration with an excellent result follows: 

M. W., a white female, aged 47, first came under 
our observation in July, 1948, because of severe pel- 
vic pain, vaginal bleeding, foul leukorrhea, dysuria, 
and marked constipation. 

Eight years previously she underwent an abdomi- 
nal supracervical hysterectomy for fibromyoma. She 
had been well up to April, 1947, at which time 
dysuria, leukorrhea, and vaginal bleeding caused her 
to seek medical attention. At the Columbia Medical 
Center a laparotomy was performed and a 12 cm. 
irregular nodular pelvic tumor exerting pressure on 
the bladder and right ureter was found. A partial 
excision of this mass was performed and the tissue 
was reported “anaplastic carcinoma.” 

The patient’s symptoms improved for two months 
and then the vaginal bleeding recurred and she was 
given three courses of deep x-ray therapy up to the 
tolerance of the bowel. After a brief remission, her 
symptoms returned and she came under our care. 

She was treated symtomatically for a few days 
while we communicated with her previous doctors. 
She was too uncomfortable even with heavy sedation 
and narcotics to remain at home, and therefore was 
admitted to St. Josephs Hospital. 
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The general examination was normal. Pelvic ex- 
amination revealed a tumor of the vaginal vault and 
cervical stump with parametrial infiltration. The 
rectal examination showed an extrinsic tumor mass 
almost completely stenosing the rectum. 

Laboratory Findings: 
pyuria, NPN 20 mg. per cent; Blood count 75 per 
cent hgb.; 3,780,000 RBC; 9,800 WBC; with 90 
per cent polymorphonuclear neutrophils of which 13 


Urine showed marked 


were bands and 3 juveniles. Intravenous urogram 
showed both kidneys to be normal. Right ureter was 
not seen and there was extrinsic pressure on the fun- 


dus of the bladder. 


metastasis. 


Chest x-ray was negative for 


The patient was treated with narcotics, penicillin, 
triple sulfa drugs, teroperin and massive doses of 
testosterone, with no improvement in her symptoms. 
On August 1st she developed weakness of her legs 
with bilateral ankle clonus and Babinski sign. Our 
impression was that the leg signs were due to ex- 
trinsic pressure on the lumbosacral trunks by the 
pelvic tumor. Neurological consultation was “me- 
tastasis to the central nervous system.”’ On August 
3rd, the blood alkaline phosphatase was 4.8 King 
Armstrong units which is normal and against bony 
metastasis. The most distressing symptoms that the 
patient complained of were rectal pain and pressure 
with obstipation. 

Cathartics and enemas were ineffectual in reliev- 
ing the pain or constipation. 

It was decided to perform radical palliative sur- 
gery to prevent intestinal and urinary obstruction. 
While preparing the patient for the procedure, an 
acute complete large bowel mechanical obstruction 
developed with the classical symptoms of cramps, 
distention, vomiting, constipation and with x-ray evi- 
dence of fluid levels and loop distention. On the same 
day, August 11th, a colostomy was performed as an 
emergency procedure. With the functioning colos- 
tomy the distention subsided and the bowel was irri- 
Patient 


was given large doses of sulfathalidine. The urinary 


gated and purged through the colostomy. 


symptoms and retention and neurological signs per- 
sisted. On September 4th an abdominal-perineal re- 
section of the cervix, tumor bladder, rectum, sigmoid, 
descending colon, vagina and vulva was performed 
and ureters transplanted into the large intestines. 
The operation took 9 hours and was performed under 
cyclo-propane anesthesia. During the procedure the 
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patient was given 7 pints of blood, 2 units of plasma, 
2,000 cc. of glucose and saline. 

Surgical Procedure.—A laparotomy was performed. 
The hypogastric vessels were ligated and divided. 
The urinary bladder and pelvic tumor were freed 


entirely from the symphysis pubis down to its attach- 
ment to the urogenital diaphragm. The iliac, hypo- 
gastric, obturator, and ureteral nodes were excised in 
a block dissection. The descending colon was tran- 
sected. The right ureter was implanted into the 
cecum and the left ureter into the descending colon, 
following the Coffey technique. The upper end of 
the descending colon was then brought out of the 
abdomen through a stab wound. The mid line wound 
was closed with wire suture and the patient placed in 
lithotomy position. An elliptical incision extending 
from the clitoris anteriorly to the tip of the coccyx 
posteriorly was performed and the entire freed pelvic 
contents removed from below. The perineal wound 
was closed except for a packing inside a rubber sheet 
drain. 
Postoperative Course: ‘The patient recovered but 
not uneventfully. The first day she required oxygen 
because of dyspnea and a rapid pulse and high fever 
due to a transfusion reaction. 
2nd day post op. The general condition was good; 
NPN 38 mg. per cent. 

3rd day post op. NPN 42 mg. per cent and urine ap- 
peared at the colostomy. 

5th day post op. The packing was removed from the 
perineal wound. 

6th day post op. The wet colostomy was working 
well. 

9th day post op. Neurological examination negative, 
and patient out of bed. 

14th day post op. There was superficial separation 
of the wound. 

21st day post op. The wound was resutured. 

6th week post op. The wound was well healed, peri- 
neal cavity closing by granulation tissue. In- 
travenous pyelogram showed good function with 
a mild bilateral hydronephrosis. 

7th week post op. Patient was discharged. 

One year and a half post op. Patient is socially and 
economicaly competent with a wet colostomy 
under bag control. 


Surgical specimen consists of a large mass of tis- 
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sue made up of the vulva, vagina, cervix, tumor, blad- 
der, rectum, sigmoid, and part of the descending 
colon. The skin and muscles of the entire perineum 
were attached to the specimen. The external genitals 


including the labia, majora and minora, were pres- 
ent. About 60 cc. of necrotic tumor tissue was pres- 
ent in the vagina. 

On the anterior aspect of the specimen is the en- 
tire urinary bladder and perivesical fat behind which 
a large rounded tumor mass about 12 cms. in diame- 
ter is present and intimately attached to the bladder 
and rectum. Attached to the bladder are 10 cms. of 
markedly thickened ureters. The right ureter is di- 
lated to 1 cm. in diameter. On the posterior aspect 
of the specimen is found the rectum, sigmoid and 38 
cms. of terminal colon. A large mass lies between 
the bladder and rectum but does not erode the mucosa 
of either organ. A second tumor mass 5 cms. in 
diameter is present on the posterior aspect of the 
recto-sigmoid. The muscular wall of the colon is 
markedly thickened to 1 cm. 
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Microscopic Diagnosis: Anaplastic carcinoma in- 
volving the cervical stump, the urinary bladder, the 
recto-sigmoid and the paracolic lymph nodes. 


SUMMARY 
A radical pelvic evisceration for advanced and 
obstructing cervical cancer modified the disease proc- 
ess in a favorable manner. The follow up is only 
one year and a half, but to date there is no pain or 
functional disturbance. The patient is doing her own 
household duties and is socially competent. Digital 
exploration through the colostomy fails to reveal any 
tumor recurrence. The perineal cavity is entirely 
closed. 
REFERENCES 
1. Read, Charles D.: Am. J. Obst. and Gynec. 56:1021, 
1948. 
2. Brunschwig, Alexander: 4m. J. Obst. and Gynec. 56: 
1134, 1948. 
3. Brunschwig, Alexander: N. Y. State J. M. 48:1733, 
1948. 
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A sixty year old woman, nine years post- 
menopausal, noticed a trace of blood tinged 
vaginal discharge. She at once sought the 
advice of her family physician. He did a 
pelvic examination and found a small, shal- 
low cervical erosion. The woman inquired 
about the possibility of cancer. The doctor 
told her that the ulcer had none of the 
characteristics of cancer, that therefore she 
assuredly did not have cancer, and he then 
cauterized the ulcer. Four months later 
there was a little more spotting. This time, 
the patient consulted another physician. On 
pelvic examination, he found that the ulcer 
had either persisted or recurred. He took a 
biopsy which was reported “epidermoid car- 
cinoma of the cervix, grade 2.” There was 
still no evidence of extension beyond the 
cervix. Roentgen and radium therapy were 
given promptly, and the patient has a very 
hopeful prognosis. 


Comment: 1. Postmenopausal bleeding 
should be considered as presumptive evi- 
dence of cervical or endometrial carcinoma. 
These possibilities must be ruled out before 
treatment is planned. 


2. Cervical lesions should not be cauter- 
ized until malignancy has been ruled out by 
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Case Reports 


satisfactory biopsy. Pathological study of 
adequate biopsy material is the only way to 
rule out or diagnose carcinoma. Inspection 
and palpation, as illustrated by the above 
case history, are completely unreliable. 
When the source of bleeding is above the 
cervix, dilatation and curettage should be 
performed to obtain endometrial specimens 
for pathological study. Persistent lesions 
should be re-biopsied, even though the first 
specimen is reported benign. Whenever the 
pathologist is in doubt about a specimen, 
he should be promptly supplied with addi- 
tional tissue. 

3. With the establishment of the patho- 
logical service of the Division of Cancer 
Control, State Health Department, there is 
no practical or economic reason to omit 
biopsy. The service is available to every 
physician in the State for any of his pa- 
tients. 

4. In the above case, cauterization of the 
cervical erosion without biopsy was wrong 
handling. The first physician failed to make 
the diagnosis, gave his patient incorrect 
treatment and advice, and caused a four 
months’ delay in the discovery and treat- 
ment of a cervical carcinoma—all because 
he failed to take a biopsy. 


“ 
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TECHNIQUE OF BLOOD PRESSURE DETERMINATION IN CHILDREN 


H. Woop, jr., M.D., 


Charlottesville, Virginia. 


Blood pressure determination is not often an im- 
portant feature in evaluating the health status of a 
child. Little has been written on this subject and 
many texts do not mention it in detail. 

When confronted with kidney disease, intracranial 
disease, or various metabolic disorders the trend of 
blood pressure is important to follow. Abt and Fein- 
gold! describe a “physiologic hypertension” in cer- 
tain healthy adolescent children who have systolic 
blood pressure readings of 150-160 mm. Hg. Such 
elevations gradually subside without treatment and 
without impairment to future health. 

The procedure to be useful to the pediatrician must 
be accomplished as simply as it is in adult medicine. 
Most physicians have a standard blood pressure cuff 
of 12 or 13 cm. in width, and this is used on adults 
of all sizes. It is the purpose of this paper to review 
known facts and to present them in such a way that 
the doctor may use the equipment at hand. 

Erlanger’ established the fact that a narrow cuff 
gives a higher blood pressure reading than a broad 
one. Hamilton, Woodbury, and Harper* cannulated 
various arteries of adults and found that the direct 
method compared closely with the indirect or aus- 
cultatory method. 

Obviously a standard cuff cannot be used on an 
infant or small child. Woodbury, Robinow, and 
Hamilton* cannulated umbilical arteries of newly- 
borns and found that an arm cuff of 2.5 cm. in width 
most closely approximated the direct blood pressure 
determination. 

Judson and Nicholson,® and, later, Faber and 
James,‘ established normal values or standard blood 
pressure readings for children of various ages, using 
cuffs which varied in width from 7.5 cm. up to 13 cm. 


Janeway’ found that the size of the arm or the 
amount of soft tissue present played a minor role 


in altering blood pressure reading. However, the 
site is important, for Hamilton, Woodbury, and 
Harper® in their direct method of blood pressure de- 
termination demonstrated that the systolic pressure 
increased as the distance from the heart was in- 
creased. For example, blood pressure in the femoral 
artery was 20 mm. of Hg. greater than the blood 


pressure taken in the axillary artery, and in the dor- 
salis pedis, 55 mm. Hg. above the femoral reading. 
The diastolic readings at the three sites mentioned 
were essentially the same. 

Day® devised a very ingenious cuff, the width of 
which could be varied according to the size of the 
child. Graham, Hines, and Gage? made their de- 
terminations with two-thirds of the upper arm cov- 
ered by the cuff and this technique is recommended 
in the Mitchell and Nelson text-book. Allen-Wil- 
liam™ used a cuff which covered one-half of the 
upper arm. Downing” selected a cuff which was in 
proportion to the size of the average child as the 
adult cuff is to the average adult. 

By observations of our own made on 28 healthy 
office patients, ranging in age from 31% to 12 years, 
who returned for periodic health examinations, we 
found that the systolic pressures measured by a 
wide cuff were approximately 10 mm. lower than 
when the cuff was folded double. The diastolic pres- 
sure change was too slight to be of clinical signifi- 
cance. The average blood pressure reading with the 
usual adult cuff was 97/66 mm. Hg. When the cuff 
was doubled longitudinally (which gave a cuff 6 
cm. wide) the average reading was 107/69 mm. Hg. 

Determinations were made on a similar group of 
14 children (ranging in age from 4 to 12 years) 
with the adult cuff and the standard child cuff of 9 
cm. on the other arm. The former averaged 98/64, 
the latter 100/67 mm. Hg. 

In a like group of 26 children the child’s cuff was 
used on one arm, the folded adult cuff on the other. 
These averaged 100/68 and 104/70 respectively. 

When a group of 14 children were measured, us- 
ing the adult cuff, the child’s cuff, and the folded 
adult cuff successively, the average blood pressure 
readings were as follows: 98/64, 100/69, and 105/ 
71 mm. Hg. 

Conctusions: In infants a cuff of 2.5 cm. has 
been found to be most accurate. In adults a cuff of 12 
cm. or more is best. In children we recommend that 
the examiner use a cuff of proportionate width which 
fairly well covers the upper arm of the child or 
fold an adult cuff longitudinally. If the same tech- 
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nique is used several times on the same patient the 
readings will be sufficiently accurate to detect any 
significant change in blood pressure. 
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Nerve Surgery Brings Relief to Angina Pec- 
toris Sufferers. 

Surgical removal of sympathetic nerve tissue near 
the heart has brought relief to patients suffering from 
chest pains due to an abnormal state of the heart 
arteries. This condition—known as angina pectoris 
—produces pain in the chest over the upper part of 
the heart radiating in various directions but mainly 
into the left neck and down the left arm. It is com- 
mon in persons with high blood pressure. According 
to a report by Drs. James A. Evans, James L. Poppen 
and James B. Tobias in December 23, J.A.M.A., 
sympathectomy—as the operation is called—was per- 
formed on 10 high blood pressure patients suffering 
with severe attacks of disabling angina pectoris with 
“satisfactory results” in all cases. Complete relief 
was found in half of the patients, of whom three 
reported throat constriction sensations, a residual 
symptom in this operation. The remaining five pa- 
tients experienced “satisfactory results” rather than 
complete relief. Results were studied over a period 
of from three months to three years. 

The doctors are associated with the Lahey Clinic, 
Boston. Dr. Evans is with the Department of Inter- 
nal Medicine, Dr. Poppen is with the Department of 
Neurosurgery and Dr. Tobias is a fellow in internal 
medicine. 


Cytological Examination Reveals Early Uter- 
ine Cancers. 

Microscopic studies of smears taken directly from 
the uterine cervix and cervical canal are extremely 
useful in detecting early uterine cancer in women, 
according to two Cleveland physicians. Drs. James 
W. Reagan and R. T. Schmidt, University Hospitals 
of Cleveland, report on the effectiveness of this so- 
called cytological technic in the January 13 J.A.M.A. 

In a controlled series of tests, specimens taken 
from 108 proved uterine cancer patients were exam- 
ined by this technic. Affirmative results were reported 
by Drs. Reagan and Schmidt in 103 of the 108 proved 
cases. 

The accuracy and effectiveness of this method re- 
quire a highly skilled microscopist trained in cell 
research. In addition much care must be taken in 
obtaining the specimen and in preparing the tissue 
spreads (or smears) for examination. 

The report said: “The cytological technic is use- 
ful in the identification of uterine neoplasms | tu- 
mors| and may reveal the presence of lesions un- 
recognized with the use of endometrial curettage 
[uterine scrapings] or cervical biopsy | surgical re- 
moval of a sample piece of tissue for testing |.” 
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CLINICOPATHOLOGICAL REPORTS 


From the Case Records of the Medical College of Virginia and the University of Virginia Hospitals 


Harry Wacker, M.D., Editor 
Witi1aAM Kay, M.D., Associate Editor 


CasE No.: B-72476 

The patient, a 27 year old colored female, was in 
good health until seven days before admission, when 
she complained of fever and abdominal pain and 
vomited several times. These symptoms then sub- 
sided for two days but five days before admission 
she again began to complain, this time of a pain 
“from her chest to her legs” and seemed to have some 
difficulty in climbing stairs. Her local physician 
noted at this time that her lower abdomen was some- 
what swollen and that she had some fever. Pain, fever 
and anorexia persisted and two days later the lower 
abdomen enlarged further. An enema was given 
with good return, but with no relief of symptoms. 
Three days later, when the lower abdomen had be- 
come still larger, the patient was referred to the 
hospital. There had been no further vomiting. 

She had had mild nocturia during the present ill- 
ness, but the systems review was otherwise negative. 
Menses had been regular and the last menstrual pe- 
riod had begun five days before the onset of the pres- 
ent illness. There was a family history of diabetes 
and three siblings were mentally deficient. 

Physical Examination: 
144, respiration 26, blood pressure 140/90. The pa- 


Temperature 102, pulse 


tient appeared to be in moderate discomfort, was of 
low mentality and cooperated poorly. The skin was 
hot and dry. There was a hard, non-movable, ex- 
quisitely tender, cantalcupe-sized mass in the lower 
mid-abdomen slightly to the right of the midline. 
Expansile pulsation was thought to be present by 
two examiners. On pelvic examination the cervix 
was soft and there was a bloody mucous plug in the 
cervical os. The fornices were clear. The abdominal 
mass could not be felt from below either by rectal or 
pelvic examination and rectal examination was nega- 
tive. The remainder of the physical examination was 
essentially negative. 

Laboratory Data: Urine was amber, acid, sp. gr. 
1.021, trace of acetone, negative sugar and albumin, 
0-2 white blood cells and 0-2 red blood cells. Red 
blood count 2,780,000, hemoglobin 7.6 grams, white 


blood count 15,050, 82 polys., 1 eos., 15 lymphs., 
Sugar 106 
mgm. per cent, NPN 26 mgm. per cent. Serum chlo- 


2 monos. Flocculation was negative. 
rides under oil 538 mgm. per cent (91 meq/L.). 
Consultations were obtained from the Urological, 
Medical, and Obstetrical Services. 
amination revealed only a light stricture of the ure- 


Cystoscopic ex- 


thra. A retrograde pyelogram showed normal kid- 
ney function with a suggestion of extrinsic pressure 
on the right lower ureter. A barium enema was nega- 
tive. Specimens of urine from the kidneys were 
negative microscopically but culture from the right 
kidney was positive for pseudomonas aeruginosa. 

The patient ran a low-grade fever. The acute 
tenderness over the mass largely disappeared, but 
the mass still persisted in the abdomen; however, it 
did not appear to enlarge further. Penicillin, 50,000 
units q 3 h, was administered from time of admis- 
sion without any appreciable effect on the fever. In 
addition the patient received several whole blood 
transfusions and intravenous glucose, saline, and 
vitamin supplements. On the 7th hospital day an 
exploratory laparotomy was performed. 


Discussion By Dr. W. C. WINN*. 

As a rule, when one is not able to make a diag- 
nosis of such a case, there is a tendency for him to 
feel that he has been swindled and necessary infor- 
mation has been withheld. There are many things 
that are incomplete in the protocol, but I am con- 
vinced that I have been given all of the information 
that is on the chart. 
importance of securing and recording complete in- 


This again emphasized the 


formation on all patients, something that we are all 
negligent in at times. We must also remember that 
this patient is described as being “feeble minded” 
and we cannot expect too much from the history. 

I believe that the most likely diagnosis for this 
case is ectopic pregnancy. I would like to go through 
the protocol and give my reasons for this diagnosis 
and to discuss the differential diagnosis later. 


*Associate Professor of Obstetrics, Medical College of 
Virginia, Richmond. 
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The history indicated that her abdominal pain 
was generalized. The pain was associated with fever 
and vomiting, but later on the vomiting stopped. 
The abdominal distention could easily be explained 
by the presence of blood in the peritoneal cavity 
causing peritoneal irritation. 

Her menstrual history is not very specific. It is 
stated that her menses had been regular and the 
last menstrual periods started 5 days prior to onset 
of present illness, but it did not state whether that 
was the expected time for the menses. It would be 
helpful to have more detailed information about the 
amount and character of the flow to determine 
whether it was a menstrual period or vaginal bleed- 
ing. In a series of 265 cases of ectopic pregnancy 
studied recently at the Medical College of Virginia 
Hospital, 48 per cent gave no history of amenorrhea. 
The periods may have been delayed or abnormal in 
some way, but 48 per cent had not actually missed 
a period. There was no history of whether or not 
she had had previous pregnancies. A history of 
sterility is obtained in a large number of patients 
with ectopic pregnancy. 

Her temperature, recorded on admission as 102° F., 
could be partly explained on the basis of dehydra- 
tion. It is unusual for ectopic pregnancy to be asso- 
ciated with a very high fever. It will be noted that 
the subsequent course revealed that the patient’s tem- 
perature returned to a low grade fever. In the series 
of 265 ectopic pregnancies referred to above, 96 
per cent had a temperature below 101° F. on admis- 
sion, none above 103° F. on admission, and all of 
the admission temperatures returned fairly rapidly 
to a lower level. 


Physical examination noted an exquisitely tender 
mass in the mid lower abdomen. The presence of 
extreme tenderness, in the absence of a high fever, 
is one of the most reliable findings in ectopic preg- 
nancy and is thought to be due to peritoneal irrita- 
tion. The record of the pelvic findings is very in- 
complete. It would be very helpful to know whether 
or not there was tenderness in the pelvis, whether 
there was pain when the cervix was manipulated, a 
common finding in ectopic pregnancy, and whether 
or not the uterus was palpated. There was no men- 
tion of the size or the position of the uterus if it was 
palpated. Very often, however, with the presence of 
severe pelvic tenderness and abdominal distention, 
it is almost impossible to outline the uterus or pelvic 
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masses and it is entirely plausible that the uterus was 
not palpated. 

The laboratory studies revealed essentially that 
the patient was dehydrated, acidotic and showed evi- 
dence of excessive blood loss. There was no note of 
hormone pregnancy tests having been done. Such 
tests, in my opinion, are absolutely worthless in the 
diagnosis of ectopic pregnancy. If the test is posi- 
tive, there is still the question of whether the preg- 
nancy is intra- or extra-uterine. If the test is nega- 
tive, the presence of a nonviable ectopic pregnancy, 
which might still cause excessive internal bleeding, 
is still not ruled out. 

X-rays of the urinary tract and barium enema were 
essentially negative. 

Subsequent course after admission to the hospital 
revealed that the acute tenderness over the lower ab- 
domen subsided but she continued to run a low 
grade fever, the fever was not affected by penicillin, 
and the mass persisted. All of these findings are 
compatible with hematocele, associated with ruptured 
ectopic pregnancy. It is entirely possible that she 
has an ovarian cyst with rupture and hemorrhage. 

A patient was operated on in the Medical College 
Hospital in recent months because of a ruptured 
ovarian cyst with excessive internal hemorrhage and 
shock, giving a picture of ectopic pregnancy with 
acute blood loss. Ectopic pregnancy is more com- 
mon, in our experience, during the childbearing age, 
than is ruptured ovarian cyst with hemorrhage. 

It is possible that such a picture as we have here 
could be caused by endometriosis with rupture of a 
chocolate cyst, but I would not favor such a diag- 
nosis for two reasons. First, rupture of a chocolate 
cyst from endometriosis would cause peritoneal irri- 
tation but would very rarely, if ever, cause such ex- 
tensive blood loss. Second, endometriosis is very 
uncommon in the negro race. 

One must not overlook the possibility of this pa- 
tient having a mass from pelvic inflammatory dis- 
ease or degenerating fibroid, associated with sickle- 
cell anemia. We have been more aware in recent 
years of the importance of looking for sickle-cell 
anemia in all negro patients with a hemoglobin of 
10 grams or less. 

Although my first choice is ectopic pregnancy and 
my second choice ovarian cyst with rupture and 
hemorrhage, operation was indicated and should 
have been done when it was done. In either case 
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she had a mass which persisted and should have 
been removed. Since the temperature had returned 
to low grade fever, operation would not have been 
too hazardous with the help of antibiotics available 
today, even if pelvic inflammatory disease had been 
found. It was important that her blood loss was re- 
placed in large part with transfusions before she was 
operated on. 

Hospitat Dracnosis: Retroperitoneal mass, type 
undetermined. 

Dr. Wrnn’s DiAcnosis: Ruptured ectopic preg- 
nancy. 

Dr. K. VAN SLYKE*. 

Because of the persistence of the abdominal mass, 
the patient was explored on the seventh hospital day. 
On opening the peritoneal cavity, it was found that 


Fig. I 


the lower peritoneal cavity was filled with a large 
cyst measuring about ten to twelve inches in diam- 
eter and filled with old blood clots. The cyst was 
intimately adherent to numerous loops of small bowel 
and to the sigmoid. After freeing up the mass by 
blunt dissection, it was found to be a large hemor- 
rhagic left ovarian cyst which had twisted 360 de- 
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grees on its pedicle. There was no visible left ovary. 
A small normal uterus and a normal right ovary 
were felt. The cyst was removed and an appendec- 
tomy was also performed. The patient withstood the 
procedure well, and her subsequent postoperative 
course was uneventful. She was discharged eight 
days following her operation. 

PATHOLOGICAL REporT: Dr. Philip Sahyoun*. 

The specimen received in surgical pathology con- 
sisted of a large cystic mass measuring 16 centi- 
meters in diameter and weighing 1,250 grams. It 
was filled with old blood clots. 

The first section (Fig. I) is taken from the ovary. 
The normal ovarian architecture is destroyed and we 
see nothing but engorged vessels, edema and hemor- 
rhage. The next section (Fig. II) is taken from the 


fallopian tube and shows destruction of the villi with 
edema, hemorrhage and necrosis with inflammatory 
exudate in the tube. The appendix showed mild 
edema and congestion with polymorphonuclear in- 
filtration of the serosa. 

PATHOLOGIC DIAGNOSIS: 
cyst, left. 


Strangulated ovarian 


*Instructor in Surgery, Medical College of Virginia, 
Richmond. 


*Professor of Surgical Pathology, Medical College of 
Virginia, Richmond. 
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PUBLIC HEALTH 


L. J. Roper, M.D., 


State Health Commissioner of Virginia. 


The report of the Bureau of Communicable Dis- 
ease Control of the State Department of Health for 
January 1951, as compared with the same month in 
1950, is as follows: 


January January 


1951 1950 
Typhoid and paratyphoid _______-_-__-_ 10 6 
Diarrhea and Dysentery 265 393 
Meningitis (Epidemic) --------_---~---- 14 9 
Rocky Mountain spotted fever______---~ 0 0 


A VircIniA HistorRIAN—FoRMER HEALTH 
EDUCATOR 

In reviewing statistics on communicable disease 
incidence in Virginia in former years we came across 
the Annual Report of the Commissioner of Health, 
Dr. Ennion G. Williams, for the year ending Decem- 
ber 31, 1910. Dr. Williams was the first Commis- 
sioner of Health in Virginia, holding the office from 
1908 until his death in 1931. He was a pioneer in 
Public Health, both in Virginia and the United 
States, and was so recognized. Public Health in 
Virginia today rests upon the solid foundation laid 
by the genius of its first Commissioner. Indeed, it 
may be said of him, as was said of Thomas Jeffer- 
son and the University of Virginia, that the institu- 
tion he created is his “lengthened shadow”. 

In his 1910 report Dr. Williams comments that 
few advances made in the course of public health 
during that year have been more encouraging than 
that which has followed the educational campaign. 
In this connection he says ‘““The department is to be 
congratulated on being able to retain the present di- 
rector of our Bureau of Education and Publicity (Dr. 
Douglas S. Freeman). His energy, enthusiasm and 
ability, together with his practical experience in 
newspaper work, make him exceptionally well fitted 
for his most important work.” 

Turning to Dr. Freeman’s report, we find the fol- 
lowing observations under the title: THE NEED oF 
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PopuLaR EDUCATION. 

“One of the fundamental principles upon which 
this department has rested, has been that the solu- 
tion of the problems of public health depends upon 
the education of the people. Particular epidemics 
may be eradicated, isolated communities may be rid 
of special diseases, careful investigation and prompt 
remedies may correct gross existing evils; but the 
true betterment of the public health can only come 
from the enlightenment of the individual. When 
every family, and every member of every family is 
sufficiently educated to understand the fundamentals 
in the prevention and spread of communicable dis- 
ease; when every child is taught that such diseases 
are the toll of ignorance and is instructed how to 
avoid them; and when every government takes it 
upon itself to carry out the enlightened will of the 
people, then, and not until then, will the full possi- 
bility of preventive medicine be realized. 

“Accordingly, during the two years of its opera- 
tion, this bureau of the department has devoted itself 
to a repeated discussion of the fundamentals and to 
a reiteration of the facts regarding the more usual 
communicable diseases. Line upon line and precept 
upon precept, we have striven to give the people the 
truth about typhoid fever, diphtheria, consumption, 
hookworm disease, scarlet fever, the summer diseases 
of children and the essentials of good water and the 
like”. 

Some of the diseases listed by Dr. Freeman have 
responded to direct control measures—measures that 
have been made familiar to the public through wide- 
spread education. Smallpox and diphtheria have 
yielded to vaccination and immunization; typhoid 
and hookworm have capitulated to improved environ- 
mental sanitation, and tuberculosis, which was the 
leading cause of death in the United States in 1900, 
dropped to seventh place among the causes of death 
in Virginia in 1949. 

Today we have cancer and diseases of the heart 
as captains of the men of death. Unchecked by spe- 
cific control measures, poliomyelitis still takes its 
toll of crippled hundreds. Research goes on in many 
fields of preventive medicine and public health. The 
antibiotics achieve new triumphs as_ therapeutic 
agents. In consequence, the field of health education 
enlarges, but the sound methods used by Dr. Free- 
man are still effective in getting cooperation from an 
informed public. 
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MENTAL HEALTH 


JosEpH E. Barrett, M.D., 


Commissioner, Department of Mental Hygiene and Hospitals. 


Commitment Procedures 

At the last session of the General Assembly a num- 
ber of changes were made in the statutes relating to 
the mentally ill. 

As a result of these changes the terms ‘“‘mentally 
ill”, and “mentally deficient” are now used through- 
out the statutes instead of the terms “insane” and 
““feeble-minded”’. 

To some this may seem an insignificant thing but 
it certainly places these conditions and their related 
problems legally in the realm of medical practice 
rather than in the criminal field. It is true that we 
must still use some court procedures but this is true 
only because it becomes necessary at times to deprive 
a person of his liberty in order to place him under 
proper treatment. 

Previous to these changes it was necessary to ad- 
judicate a person “‘insane’”’ before commitment to a 
hospital. This procedure deprived a person of his 
citizenship which could only be restored by a dis- 
charge as recovered or by an order of court. 

The new procedure calls for a finding of “mental 
illness” by two physicians and a trial justice or a 
judge of Circuit or Corporation Court as the case may 
be, and that the person should be committed to a prop- 
er hospital for treatment. The examinations made by 
the physicians are to be made in the presence of the 
judge or justice if practicable. The judge or justice 
may waive this formality if he sees fit and accept the 
individual certificate of the two physicians as suffi- 
cient. 

The present statutes authorize the commitment of 
persons by any Circuit or Corporation Judge, or by 
a trial justice instead of justice of the peace as here- 
tofore, except that the judge in counties where no 
trial justice presides may appoint a justice of the 
peace to serve under his supervision and at his pleas- 
ure and with all the power conferred on trial justices. 
The authorized forms for carrying out admission pro- 
cedures are as follows: 

1. Voluntary Admission. 

Section 37-113 of the Virginia Code of 1950 pro- 
vides that the superintendent of any State hospital 
may, subject to the rules and regulations established 


by the State Hospital Board, receive and detain as 
a patient any suitable person who is a legal resident 
of the State, and is in the early stages of being men- 
tally ill and desirous of submitting himself to treat- 
ment, and who voluntarily makes written application 
therefor, and whose mental condition is such as to 
render him competent to make the application, or 
understand it if made for him by another. 

The forms for this type of admission are in the 
hands of the superintendents only, because he must be 
the person to decide if the patient is in the early 
stages of mental illness and whether he is competent 
to make the application. This form of admission 
may not be used for the admission of drug addicts or 
alcoholics. 

2. Commitment for observation 

Sections 37-99 through Section 37-102 of the Vir- 
ginia Code of 1950 provide for commitment for ob- 
servation on the medical certificate of one physician. 
This procedure is to be used where there is some ques- 
tion as to the actual mental condition and where it 
is desirable to have the advantage of observation in 
a controlled environment before final decision is 
made. Frequently such persons are unwilling to go 
to a hospital voluntarily so the action of a judge or 
justice is required. 

After a period of forty-five (45) days the super- 
intendent ef the State hospital and one or more physi- 
cians of the State hospital staff are to make a formal 
report to the judge or justice who acted in the first 
instance, if the patient is found to be mentally ill 
and in need of further hospital treatment but unwill- 
ing or unsuitable to remain as a voluntary patient. 
Upon receipt of such a report the judge or justice is 
to complete the necessary forms and have them filed 
and recorded as in regular commitments. 

The necessary forms for this type of commitment 
are now in the hands of the clerk of the court and 
may be obtained there. In order to properly fortify 
this form of commitment it is requested that part II 
of the regular commitment forms be filled out too. 
This is a medical history form. 


This form of commitment is to be used for the 
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“mentally ill” only and may not be used to commit 
drug addicts or inebriates. 

3. General Commitment. 

Sections 37-61 through Section 37-72 of the Code 
of Virginia of 1950 provide for the regular com- 
mitment of (1) the mentally ill; (2) mentally defi- 
cient; (3) epileptics; (4) drug addicts and (5) ine- 
briates. 

The forms for carrying out each of these proce- 
dures have been reprinted on separate colors of paper 
as follows: For 

(1) 
(2) 
(3) 


Mentally ill—pink 
Mentally deficient—blue 
Epileptics—yellow 

(4) Drug addicts—tan 

(5) Inebriates—canary 

This was done in an effort to clarify some of the 
confusion which existed in the past when a multiple 
purpose form was used and permission was made 
to strike out those parts which were not applicable. 
Too frequently there was failure to strike out any 
of the terms in either the medical certificate or the 
order of commitment, so that at the hospital, except 
from their own observation, it was impossible to 
determine for what condition the commitment was 
made. There is some question as to the legality of 
such a commitment for it is quite obvious that a per- 
son should not be committed for all the conditions 
set forth in such a multiple form. 

The new forms are now in the hands of the clerks 
of court in each county and city and can be procured 
there. 

The regular commitment forms are in two parts, 
viz., Part I and Part II. Part I consists of: 

(1) The Petition. This may be filled out by 
any respectable citizen but whenever possible it is 
preferable to have it signed by a relative. 

(2) A Warrant. This portion, according to stat- 
utes, must be filled out but is not often necessary. 

(3) The Medical Certificate. This is a sworn 
statement by two licensed physicians that they have 
personally examined the said person and as a result 
of said examination and information given them by 
others, they are of the opinion that the said person 
is (1) mentally ill, (2) mentally deficient, (3) epi- 
leptic, (4) a drug addict, or (5) an inebriate, as 
the case may be. Because of either of these condi- 
tions the said person may be in need of care and treat- 
ment in a hospital, either a State hospital or a 
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private licensed hospital and they so recommend that 
the said person be committed for that purpose. 

Section 37-63 states that the physicians shall make 
their examinations in the presence of the judge or 
justice, if practicable. This certainly implies that 
the judge or justice may accept the certificate of the 
two physicians as sufficient ground for issuing the 
order of commitment, and no doubt this should be 
done in most instances because of the mental trauma 
resulting from a formal hearing. 

(4) The Order of Commitment. This is the final 
action taken by the judge or justice and authorizes 
the superintendent of a State hospital or a licensed 
private hospital to receive the patient immediately. 
Section 37-81 prohibits the detaining of committed 
mental patients in any jail. Section 37-132.1 says 
that, ““Any commitment of a person under the pro- 
visions of this title to a hospital, colony, Veterans 
Administration facility or any private hospital or 
sanitarium or to any person giving bond under the 
preceding Section shall be null and void if such 
committed person is not actually admitted to the hos- 
pital, colony, or Veterans Administration facility 
within thirty days of the decree’. This makes the 
commitment of a person to a mental hospital a mat- 
ter of necessity and not one of convenience. 

Each of the State hospitals for the mentally ill 
will receive a patient so committed at any time, day 
or night. It will be necessary to make prior arrange- 
ments when commitment to a private licensed hospi- 
tal is under consideration. 

Commitment of mental defectives and. epileptics 
to the two State colonies at Lynchburg and Peters- 
burg cannot be so liberalized because of the present 
overcrowded conditions and the slow rate of dis- 
charge. It will, therefore, continue to be necessary 
to make prior arrangements before taking a patient 
to either of these institutions. 

Part II. This portion of the commitment papers 
has been revised somewhat. It is entitled Interroga- 
tory and History and Physician’s Examination. In 
its present form this is largely a list of items to be 
checked. Suggestions for improving it will be wel- 
comed. 

Section 37-103 through Section 37-112 provides 
for the temporary admission of persons who are men- 
tally ill, on the certificate of two physicians without 
the action of a judge or justice. This form of admis- 
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sion is not applicable to inebriates or drug addicts. 
Neither can it be used for mental defectives nor epi- 
leptics. The length of time a patient can be held in 
a State hospital under such a certificate is forty-five 
(45) days. The necessary forms for using this type 
of admission have been prepared and can be secured 
by writing to Joseph E. Barrett, M.D., Commis- 
sioner, Department of Mental Hygiene and Hos- 
pitals, 9 North 12th Street, Richmond, Virginia. The 
necessary forms for making this statute applicable 
were never previously prepared, but it is highly 
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probable that the medical profession will want to 
make wider use of it now that the forms are available. 
After the patient is admitted the hospital will then 
make the necessary contacts with the judge or justice. 

The balance of the changes made in the statutes 
by the General Assembly were of an administrative 
nature and do not warrant discussion here. 

If these efforts to explain the commitment laws 
and the changes recently made require further clari- 
fying the Department of Mental Hygiene and Hos- 
pitals will be glad to help. 


BOOK ANNOUNCEMENTS 


Physician to the World. The Life of General Wil- 
liam C. Gorgas. By JOHN M. GIBSON. Duke Uni- 
versity Press, Durham, N. C. 1950. ix-315 pages. 
Illustrated. Cloth. Price $4.50. 


This well told tale of a very great man is well 
worth reading by both doctors and laymen, for Gen- 
eral Gorgas was truly a world figure. It is told in 
more detail than any previous biography of the con- 
queror of yellow fever. This dread disease played an 
important role throughout Gorgas’ life. An epidemic 
brought his parents together at Mount Vernon Ar- 
senal near Mobile, Alabama. Dr. Josiah Nott, one 
of the early advocates of the mosquito theory of the 
transmission of the disease officiated at Gorgas’ 
birth. The first encounter with the disease came when 
Gorgas was a freshman at the preparatory depart- 
ment of the University of the South. New Orleans 
was having a severe epidemic and Gorgas and three 
fellow students answered the call for volunteer help- 
ers. Two of the four died of the disease. Again, 
when he was a student at the Bellevue Medical Col- 
lege he answered a call of a strickened city, Mem- 
phis, Tennessee. He and another medical student 
and a corps of nurses were turned back at the city 
limits because they were nonimmune. His next con- 
tact with the disease occurred in 1882. He-had grad- 
uated in medicine and had joined the Army and was 
stationed at Fort Brown. Being a nonimmune he 
had orders not to enter the yellow fever wards. He 
was caught doing an autopsy upon a yellow fever 
victim. This changed Lieutenant Gorgas’ status in 
the hospital. When Miss Marie Doughty, the Col- 
onel’s sister-in-law, was taken sick, he was called 
upon to treat her. Later, he himself caught the dis- 


ease. During their convalescence the young people 
saw a lot of each other, and later were married. 

It was not long before Gorgas became recognized 
in the Army as an expert in yellow fever and it was 
natural that he should have been sent as sanitary 
officer to Havana when the U. S. Army took over 
the management of that city in 1898. He therefore 
had a box seat at the performance when the Walter 
Reed Commission settled, for all time, the question 
of the mosquite transmission of yellow fever. 

In 1900 when yellow fever began to be a serious 
problem in the U. S. Army stationed in Cuba, Sur- 
geon General Sternberg appointed a commission of 
Army officers to find the cause of the disease. The 
Commission consisted of Drs. Walter Reed, James 
Carroll, Jesse W. Lazear, and Aristides Agramonte. 
Dr. Carlos Finlay, an Havana doctor, had already 
proven to his own satisfaction that the disease was 
carried by the Stegomyia fasciata, as the Aedes 
aegypti was then called, but was unable to convince 
others. Dr. Henry R. Carter, who had supplied an 
important link in the mosquito transmission theory 
in showing that from 10 to 14 days must elapse be- 
fore a house in which yellow fever appears, becomes 
dangerous, was acting as Havana’s quarantine of- 
ficer. Thus all the major actors in the great drama 
were in Havana in 1900. Only Sanarelli, the Ital- 
ian, who was awarded a cash prize for proving that 
the Bacillus icteroides was the cause of yellow fever, 
was absent. Sanarelli’s bacillus was quickly dis- 
posed of. To test the mosquito theory it was neces- 
sary to resort to experiments upon human beings. 
The Commission first started with themselves. Agra- 
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monte was an immune. Carroll and Lazear were ex- 
posed to mosquitoes furnished by Carlos Finlay. 
Carroll developed a severe case of the disease but 
fortunately recovered. Lazear escaped infection but 
later was bitten by a mosquito while working on 
the yellow fever wards, and developed a fatal case. 
The Commission now advertised for volunteers. It 
offered the best medical care should the volunteer 
develop the disease, immunity certificate after re- 
covery and $250. Only recent arrivals from coun- 
tries where yellow fever was not endemic were eligi- 
ble. This narrowed the field to Spanish emigrants 
and U. S. soldiers. There was a rush of Spanish 
volunteers. When the U. S. soldiers woke up to the 
fact that they were passing up a good thing, since 
they would be exposed to the disease anyway sooner 
or later, they scoured the country side for bones, 
any kind of bones, placed them in an old kiln near 
the Reed headquarters and spread the rumor that 
the bones were all that was left of the men who had 
already participated in the Reed experiments. The 
enlisted men from then on had the field to themselves. 
Not all the Americans accepted the money, however. 
John R. Kissinger and John J. Moran refused to 
accept a penny. 

The Reed Commission produced 22 cases experi- 
mentally; 14 by infected mosquitoes, six by the in- 
jection of blood, two by the injection of filtered blood 
serum, thus proving the existence of a filtrable virus, 
while seven enlisted men disproved the fomites the- 
ory by sleeping in infected bedding and clothes. The 
Commission proved beyond any doubt that yellow 
fever was spread by the Stegomyia fasciata and in 
no other way. Gorgas now went to war with the 
mosquito and in a matter of months Havana was free 
from the disease for the first time in at least 139 
years; and it has remained free ever since. 

This brilliant achievement was repeated in Pan- 
ama. Here Gorgas had to contend with a more dif- 
ficult terrain as well as a bureaucratic control. At 
one time he came very nearly being replaced by an 
osteopathic physician. Those interested in the gov- 
ernment control of medicine should read these chap- 
ters particularly. That Gorgas was a great sani- 
tarian is abundantly shown by the way he cleared 
up pneumonia among the miner workers of South 
Africa, and how as Surgeon-General during World 
War I he built up a medical department that for the 
first time in history prevented disease from being the 
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most important factor in military mortality. At the 
age of 64 Gorgas was retired from the Army. He 
devoted the remaining two years surveying the yel- 
low fever situation in the world for the Rockefeller 
Foundation. He made several trips to South America 
to investigate the situation in the Andes, and was on 
his way to central Africa when he was taken ill in 
London. The British Government granted him every 
medical care and upon his death a military funeral 
in St. Paul’s Cathedral. His body was brought back 
to this country on the Army transport Pocahontas and 
he was buried with full military honors in Arlington. 
A fascinating portion of the book is the epilogue 
which tells of the development of yellow fever pro- 
phylaxis after Gorgas’ death. The discovery that the 
disease could be induced in monkeys and mice, and 
that the virus be grown in chick embryos, and a lab- 
oratory test for the disease. These discoveries by 
workers of the Rockefeller Foundation resulted in the 
discovery of a new form of the disease called jungle 
yellow fever, and in the development of a satisfac- 
tory vaccine against the disease. 
M. P. R. 
Aetios of Amida. The Gynaecology and Obstetrics 
of the VIth Century, A.D. Translated from the 
Latin Edition of Cornarius, 1542, and Fully An- 
notated. By JAMES V. RICCI, A.B., M.D., Clinical 
Professor of Gynaecology and Obstetrics, New 
York Medical College; Director of Gynaecology, 


City Hospital, New York; etc. Philadelphia, The 
Blakiston Company. 1950. xiii-215 pages. Cloth. 


Aetius is the most important medical author of 
the VIth century. He compiled all medical knowl- 
edge of the time. In the introduction of Dr. Ricci’s 
translation, Prof. Castiglioni places this obscure 
period between the closing of the school of Athens 
and the opening of the school of Monte Cassino and 
contemporaneous with the school of Gondishapur, 
where Arabian medicine had its origin. Dr. Ricci 
gives a bibliographical account of book XVI (that of 
the Tetrabiblon that has to do with gynecology and 
obstetrics) as well as a translation and an index of 
vegetable, animal and mineral substances recom- 
mended in the text. It is indeed fortunate that the 
English translator is a teacher of gynecology and 
obstetrics, as well as a medical historian of note. 
Humoral gynecology and the therapy that went along 
with it is obscure at best. Only one with a good tech- 
nical as well as an historical background can do it 
justice. 

M. P, R. 
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WOMAN’S AUXILIARY 
TO THE 
MEDICAL SOCIETY OF VIRGINIA 


Mrs. C. M. McCoy, Norfolk 
President-Elect___.Mrs. HERMAN W. Farser, Petersburg 
Recording Sec’y__Mrs. E. BENJAMIN SHEPPARD, Richmond 
Corresponding Sec’y_-_-Mrs. LEMUEL Mayo, Portsmouth 


Mrs. KALrorp W. Howarp, Portsmouth 


Auxiliary News. 
NORFOLK COUNTY 

We, as doctor’s wives, have always been aware 
of the important part that nurses in the hospitals 
play in helping our husbands care for their patients. 
We have also been cognizant of the fact that good 
nursing care plays a vital role in the recovery of hos- 
pital patients. We felt that, even though the doctors 
received high praise from their patients for their 
recovery, the part the nursing care played in their 
recovery was unjustly minimized. 

Hence, the Auxiliary to the Norfolk County Medi- 
cal Society, in an attempt to express the apprecia- 
tion of all doctor’s wives to all student nurses in 
Tidewater, gave a play and tea on December 15, 
1950. This was held in the auditorium of DePaul 
Hospital and all student nurses from DePaul, Nor- 
folk General, Maryview and King’s Daughters 
(Portsmouth) hospitals were invited. A car-convoy 
was organized and all the nurses were picked up at 
the hospital by an Auxiliary member and then re- 
turned to their hospital by the same member. About 
two hundred and fifty nurses attended the party. 

The play “Consolation” was presented by five 
members of the Auxiliary and depicted the life of a 
neurotic patient in the hospital. It was a delightful 
and humorous play which was thoroughly enjoyed by 
all those present. After the play, the members served 
tea, sandwiches and cakes, which each had made in 
her home. 
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We sincerely feel that this move was inspiring to 
all present for it showed to the nurses that the Auxili- 
ary had, and should always have, a close feeling of 
cooperation with the nursing profession which is so 
essential to the success of their husbands’ work. 


NoRTHAMPTON—ACCOMAC COUNTIES 


The Auxiliary to these County Societies held its 
first meeting of the New Year at the home of Mrs. 
S. K. Ames at Cape Charles, with the new president, 
Mrs. W. T. Green, Jr., presiding. Following a des- 
sert course, Mrs. W. J. Sturgis, Sr., gave a talk on 
“Time of Great Crisis”, with a commentary on world 
affairs as presented by our statesmen. 


Under committee reports, Mrs. J. L. DeCormis, 
chairman of Legislation, told of the progress which 
the American Medical Association has made in its 
fight against socialized medicine. The president 
spoke of the plaque for the Grace Wilkins Holland 
Memorial Room in the Northampton-Accomac Hos- 
pital, which is to read ‘““The Grace Wilkins Holland 
Room Furnished as a Memorial by the Medical Aux- 
iliary of Accomac and Northampton Counties”, and 
appointed a chairman for this memorial. Two new 
members were welcomed. Eighteen members were 
present. 


CATHERINE R. TROWER 
(Mrs. 
Chairmen, Press and Publicity 


NORTHERN NECK 


This Auxiliary, at its Fall meeting in Kilmarnock, 
elected Mrs. Motley Booker of Lottsburg as presi- 
dent. Other officers elected are: vice-president, Mrs. 
Edward T. Ames, Montross; recording secretary, 
Mrs. Paul C. Pearson, Warsaw; corresponding sec- 
retary, Mrs. R. E. Booker, Lottsburg; treasurer, Mrs. 
M. B. Lamberth, Kilmarnock; historian, Mrs. C. Y. 
Griffith, Machodoc; and parliamentarian, Mrs. M. 
H. Harris, West Point. 
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MEDICAL SOCIETY OF VIRGINIA 


Minutes of the Council 


January 18, 1951 


The Council of the Medical Society of Virginia met on 
January 18, 1951, 3 p.m., at the Richmond Academy of 
Medicine, Richmond. ‘Those present were Drs. C. Lydon 
Harrell, President; John T. T. Hundley, President-Elect ; 
George S. Hurt, First Vice-President; M. Pierce Rucker, 
Editor; L. J. Roper, Commissioner of Health; W. C. Cau- 
dill, Past-President; and Councilors, R. B. Bowles, Walter 
P. Adams, Guy W. Horsley, Wilkins J. Ozlin, Walter A. 
Porter, Frank A. Farmer, Vincent W. Archer and James 
P. King. Also present were Drs. Kinloch Nelson, George 
Cooper, Jr., and Harry J. Warthen, Jr. Mr. L. H. Peterson, 
Managing Director of the Virginia Division of the Amer- 
ican Cancer Society was also present for a short part of 
the meeting. 


In view of the many items to be discussed, the roll and 
minutes were dispensed with and the President called for 
the Report of the Department of Clinical and Medical Edu- 
cation, Dr. W. C. Caudill, Chairman. Dr. Caudill pre- 
sented the work of the committee and their plans for the 
future, indicating that his committee had accepted the 
plan of the Virginia Cancer Society, to carry out their edu- 
cational program under the auspices of the Medical Society 
of Virginia. Dr. Caudill proposed that the Council en- 
dorse his committee’s program and underwrite it to the 
extent of, but not in excess of, $1000. Dr. Kinloch Nelson 
then outlined the proposed program indicating that this 
“field education course” would cover more than just can- 
cer; it would also embrace any field the committee felt 
either qualified or justified in presenting. After consid- 
erable discussion, Dr. Archer moved that the plan of cancer 
instruction, to be operated under the auspices of the De- 
partment of Clinical and Medical Education be approved. 
Dr. Adams amended the motion to the effect that the Med- 
ical Society of Virginia underwrite the expenses of this 
educational experiment not in excess of $1000. This mo- 
tion was seconded and passed. 

In a discussion as to whether or not the Society should 
continue its subscription to Marjorie Shearon’s bulletin for 
135 members, it was brought out that of those polled con- 
cerning this matter, 25 wanted to continue the subscription, 
and 50 were opposed to a renewal. Dr. Archer moved 
that the Society’s subscription be discontinued. This mo- 
tion was seconded and passed. 

In connection with the discussion of Dr. Shearon’s bulle- 
tin, it was suggested that the list of those receiving the 
above publication be sent to Dr. Joseph Lawrence’s of- 
fice in Washington, to be put on his mailing list for his 
Bulletin and Capitol Clinic. 


As a result of a recent investigation concerning the char- 
ter of the Society, Mr. R. C. Duval, Jr., Counsel for The 
Medical Society, found the word THE to be a part of the 
title of this organization. The Council so moved that 
THE be henceforth used in the title. Mr. Johnson was 
also requested to submit a seal for the Society at the next 
meeting of the Council. 


The matter of misunderstandings about A.M.A. dues 
was discussed and it seemed to be the sense of Council that 
the recent article in the A.M.A. Journal (January 6, p. 
38) be reprinted and sent to the membership. The Secre- 
tary was also instructed to send a letter regarding the 
collection of dues to all local secretaries immediately, and 
every three months for the balance of the year. 


On motion by Dr. Hundley, it was seconded and passed 
that members in the Armed Services be exempt from dues. 
In this connection, Dr. Hundley also moved that the By- 
Laws be changed to read “permanently or temporarily” in 
regard to the exemption of ill physicians. This was sec- 
onded and passed, to be referred to the Judicial Commit- 
tee. At the suggestion of Dr. James P. King, and the 
recommendation of Dr. Vincent W. Archer, Dr. Harrell 
declared Dr. William E. Brown of Charlottesville an 
active life member of The Medical Society. 


Mr. Johnson indicated that the executive office was some- 
times in a quandary as to whether or not the State or the 


‘physician should be billed for dues when the physician is 


an employee of the State. The consensus of Council in- 
dicated the physician should be billed. 

The Secretary also pointed out the importance of the 
executive office having a roster of active members of each 
society. He was authorized to follow Article 3, Section 9 
of the By-Laws and request such a list from the local so- 


Cieties. 


Regarding the Educational Campaign, Dr. King, Chair- 
man, indicated that he had no definite program and should 
appreciate any suggestions. In the ensuing discussion it 
was brought out that perhaps the program should imple- 
ment Whitaker and Baxter's program on a local level, 
should tie in with public relations, and should stimulate 
the sale of Blue Cross and Blue Shield in rural areas. 


In a discussion concerning the expense of sending rep- 
resentatives to the Middle Atlantic States Regional Con- 
ference, the Council instructed the Secretary to ask A.M.A. 
to place The Medical Society of Virginia in the Southern 
group, instead of the Middle Atlantic States group. 
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Dr. Hundley then offered two amendments to the con- 
stitution to the effect that: (1) Officers of the A.M.A. 
should have the privilege of the House of Delegates, also 
the past presidents of The Medical Society of Virginia 
should be extended that courtesy. Dr. Hundley moved that 
this amendment be adopted and presented to the Judicial 
Committee. This was seconded and passed. (2) Another 
Standing Committee be created. He felt that the Publica- 
tion and Program committee should be made separate com- 
mittees due to the heavy load on that one committee at 
this time. He indicated that the Editor of the Journal 
would still be the chairman of Publications. The motion 
was to create separate Standing Committees. Dr. Hundley 
moved that this amendment be adopted and presented to 
the Judicial Committee. 
tion passed. 


This was seconded and the mo- 


A letter was read from the Conference of Presidents and 
Secretaries, indicating the dues for The Medical Society 
of Virginia would be $50. Dr. Archer moved that this 
amount be appropriated. This motion was seconded and 
passed. 


In giving a report of the committee meeting of the Ad- 
visory Health Services to Defense, Dr. Roper, Chairman, 
indicated that his committee and the committee on National 
Emergency Medical Service seemed to be somewhat in 
Dr. Roper asked that 
during the interim between meetings, some clarification 
be made as to the functions of the two committees. The 
Council then approved the President's getting a letter out 
in that regard. 


Dr. Harry J. Warthen, Jr., Chairman of the House Com- 
mittee, then presented a report of that committee, recom- 


conflict as to the functions of each. 


mending certain renovations on the interior of the prop- 
erty recently purchased by the Society. These recommenda- 
tions included estimates of the cost. Dr. Warthen then 
requested that the Council instruct his committee as to 
any expense limitations. The Council, upon motion by 
Dr. Archer, accepted the recommendations in the report 
of the committee, confirmed the appointment of the com- 
mittee until the job is completed, and approved the appro- 
priation of the estimated cost by the selling of bonds. 


A letter from the Chairman of the Board of Trustees 
of the Richmond Academy of Medicine was read, which 
requested that The Medical Society leave the bookcase and 
cabinets that belong to the Society for the Richmond 
Academy in return for the damage done to the Academy 
building. The Council voted to leave these furnishings 
according to the terms mentioned in Dr. Decker’s letter. 


The Council then recessed and drove to 1105 West Frank- 
lin Street to look over the new property. At the Rotunda 
Club, in the Jefferson Hotel, Dr. John B. Truslow, the 
new Dean of the Medical College of Virginia, joined the 
Council for dinner. Dr. Truslow spoke for a few minutes 
at the reconvened session of Council on the Federal Aid 
to Medical Education bill now pending before Congress. 
A spirited discussion followed in which the pro’s and con’s 
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of the bill were heard. In view of this bill, the Secretary 
related the suggestion of Dr. Walter B. Martin and Dr. 
H. B. Mulholland that Virginia donate $1000 to A.M.A.’s 
$500,000 fund to support medical education. Dr. Hundley 
moved that $1000 of the surplus funds of The Medical 
Society be donated to the A.M.A. fund for the support of 


medical education. The motion passed. 


The discussion on medical education continued, with 
the thought being expressed that physicians might con- 
tribute to the support of their own medical schools, either 
by contributions solicited from individuals through The 
Medical Society, or through the medical schools’ alumni. 
The idea was also expressed that if the state or taxpayers, 
or the school itself is going to bear part of a student’s 
medical education expense, why should not that student 
repay that part of his expenses after he is in practice. 


There followed some discussion of another bill, HR 
274 (same as H.R. 9914 of last Congress), which would 
provide assistance in the development and maintenance 
of local public health units. 
much authority was given the Surgeon-General. Dr. 
Harrell expressed the thought that the Medical Society 
should be against such a proposal. 


It was concluded that too 


Asking the advice of Council, Mr. Johnson indicated 
the number and type of complaints and criticisms coming 
to the Executive office in regard to room reservations at 
the convention hotel at Virginia Beach. At this point, Dr. 
Adams, Chairman of Local Arrangements, explained that 
the convention hotel was smaller than usual, but that his 
committee was taking care of all delegates who applied 
by January 1, also exhibitors (only one room to a firm). 
He brought out the fact that letters had been sent to last 
year’s delegates and to all local secretaries, and notice 
had been in the Journal concerning the deadline for reser- 
vations for delegates and officers. He indicated that un- 
less the requests came directly from individual delegates, 
the hotel could not be expected to honor them. Dr. Adams 
also indicated that plans for the banquet are being worked 
out so that there would be a seat for every ticket sold, and 
numbered accordingly. He stated that the committee has 
contracted with the ADD company to handle the exhibits. 


Some of the members of Council seemed to feel that the 
exhibitors should have more consideration regarding reser- 
vations, that The Medical Society was in a sense obligated 
to them; however, it was pointed out that it was a 
physicians’ convention, and the physicians should have 
priority on the rooms. 

Mr. Johnson told the Council about questions that had 
arisen concerning the eligibility of Negroes for member- 
ship in local societies. It was brought out that although 
some local constitutions might allow Negro membership, 
the State Constitution still would not admit them to mem- 
bership, and it was thought that all local constitutions 
should conform as nearly as possible to the constitution of 
the State Society. However, it was the sense of the Council 
that this matter be tabled. 
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Mr. Johnson told the Council about the many requests 
that come to the Executive office for membership lists, and 
asked for advice concerning policy in this regard. Dr. 
Archer‘moved that lists be given out of the office only at 
the discretion of the Executive Secretary. It was the will 
of Council that such lists be discouraged. 


Mr. Johnson then indicated the number of problems that 
had come up recently concerning the Veterans Affairs Com- 
-mittee. He pointed out that at the last meeting of Council, 
that body had made the Veterans Affairs Committee a 
part of the Medical Service Committee. Mr. Johnson 
asked Council to consider making those two committees 
separate. Dr. King so moved, it was seconded and passed. 
Dr. Farmer moved that the former committee of five with 
Dr. Patrick Drewry as Chairman, be continued. This 
motion passed and the President appoirted the committee. 


The report of the House Committee was again brought 
up, Dr. Harrell indicating that the Chairman of that 
committee would like an opinion of Council on the con- 
version of the stoker furnace to oi! heat. It was pointed 
out that ap oil burner would in the long run save other 
expense. It was also pointed out that the committee would 
probably need more than the estimated amount in the 
report to take care of unforeseen matters. The Council 
passed a motion by Dr. Archer that the committee be em- 
powered to buy an oil burner, that funds be appropriated 
up to $5000, and that a maintenance fund be provided 
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by selling bonds. It was indicated that the purchase of 
the oil burner would not be included in the $5000. 


Dr. Harrell then brought up the matter of expenses at the 
convention, noting a particular item spent for flowers by 
the Woman's Auxiliary. After some discussion, on motion, 
the Council approved that the Chairman of the Local Ar- 
rangements be the only authority to approve the purchase 
of flowers at the State expense for ladies at the State Con- 
vention, and that the President of the Woman’s Auxiliary 
be so notified. 


Mr. Johnson then brought up the matter of sending a 
delegate to the Post-Graduate meeting in Chicago, Feb- 
ruary 10. Council approved the expenditure not exceed- 
ing $150 for the expenses of this delegate. 

In a discussion of policies ard procedure, it was thought 
that the agenda for Council might be “screened” by the 
Executive Committee, with copies being sent to each mem- 
ber of Council about a week before the meeting date. 


Mr. Johnson asked for suggestions and instructions in 
this regard, expressing the hope that members of Council 
might have items for consideration to be placed on the 
agenda. 


As there was no further business, the meeting adjourned. 


Henry S. JOHNSON, 


Secretary. 


Report of Delegates to the American Medical Association 


The interim session of the House of Delegates of 
the American Medical Association was held in the 
Statler Hotel in Cleveland December 5-8, 1950. At- 
tendance was excellent, 195 of 198 eligible delegates 
being seated on the opening day. 


Several addresses, notably those of the President 
and of the publicity agents dealt with the advertising 
campaign and reported highly satisfactory results. 
In Congress several bills backed by the medical pro- 
fession have been enacted into law and not a single 
bill opposed by AMA has been passed. Literally 
thousands of unrelated groups, companies and indi- 
viduals, have indicated their support of the position 
taken by organized medicine while the outcome of 
the November elections in which doctors took an ac- 
tive part shows a healthy reaction against socializa- 
tion. 

During the past year certain developments in the 
field of hospital standardization have caused con- 
siderable concern among the profession generally. 


Heretofore the American College of Surgeons and 
the Council on Medical Education of the AMA have 
set up standards and conducted inspections, the 
former with regard to care of patients and the latter 
having to do with teaching. Recently the American 
College of Surgeons has expressed a desire to re- 
linquish at least a part of the task while at the same 
time the American Hospital Association has indi- 
cated that it wishes to enter the field. After confer- 
ences among representatives of the AMA, the Ameri- 
can College of Surgeons, the American College of 
Physicians, and the American Hospital Association, 
it was tentatively agreed that a joint commission on 
hospital standardization composed of 18 members 
representing the four organizations be established. 
After a well attended hearing before a reference com- 
mittee and thorough discussion, this proposal was 
approved by the House of Delegates with the recom- 
mendation that the study be continued until a satis- 
factory plan for the standardization of hospitals be 
achieved. 
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Following a resolution by a delegate from Oregon, 
the Board of Trustees recommended that the AMA 
contribute the sum of half a million dollars from the 
National Education Campaign Fund for the aid 
and support of medical schools that are in need. This 
recommendation was unanimously adopted by the 
House. It was brought out that this action is con- 
sistent with the objectives of the AMA in that the 
Association has always concerned itself with main- 
taining standards of medical schools and for many 
years through its council on Medical Education has 
expended about a quarter of a million dollars an- 
nually to advance Medical teaching. 
schools are in need of financial assistance, such as- 


If medical 


sistance should come from private sources rather 
than federal subsidies and it is fitting that the medi- 
cal profession should take the lead in providing the 
necessary funds 

As has been the case for several years, resolutions 
having to do with veterans care, particularly vet- 
erans with non service connected disabilities, were 
presented. The reference committee on Insurance and 
Medical Service to which the resolutions were re- 
ferred presented the recommendation 
which was adopted by the House, “that the Board 
of Trustees be authorized to permit the Committee 


following 


on Legislation of the American Medical Association 
to offer its services to the authorities of the Veterans 
Administration or to the congress in seeking either 
administrative or legislative support for the follow- 
ing three principles: (1) the best possible care of 
all veterans with service connected disabilities in 
Veterans Administration facilities; (2) the best pos- 
sible care of veterans with non service connected dis- 
abilities who need financial support and (3) veterans 
with non service connected disabilities who are able 
to do so should provide their own care.” A resolu- 
tion proposing that a special committee be set up to 
study and deal with the problem of alcoholism was 
disapproved but the matter was referred to the pres- 
ent committee on chronic diseases. A proposal to 
change the name « f the section on nervous and mental 
diseases to the section on neurology and psychiatry 


VirRGINIA MeEpiIcaL MontTHLY 15 


w 


was disapproved as was a proposal that the AMA 
provide for the expenses of delegates from the vari- 
ous sections. 

In its report to the House of Delegates, the Board 
of Trustees requested an expression from the House 
as to whether or not the clinical sessions are worth 
while and should be continued. While a consider- 
able difference of opinion developed among the dele- 
gates as to whether these meetings justify the work 
and expense involved the reference committee to 
which the matter was referred recommended that 
they be continued and this recommendation was 
adopted. 


Of unusual interest at this meeting was the appear- 
ance of a representative of an important labor union. 
Mr. William L. Hutcheson, General President of the 
United Brotherhood of Carpenters and Joiners of 
America, was scheduled to address the House of Dele- 
gates, but being prevented from doing so by illness, 
his address was read by Peter E. Terzick, Editor 
of the Union’s publication, The Carpenter. In it he 
expressed in forceful and unequivocal language his 
opposition and that of the union he represents to 
compulsory health insurance. As labor has hereto- 
fore been looked upon as wholeheartedly in favor of 
government control of medicine, this event was most 
significant. 

The association’s gold medal “for exceptional serv- 
ice by a general practitioner” was awarded by the 
House to Dr. Dean Sherwood Luce of Canton, Mass. 
Dr. Luce, a graduate of the Harvard Medical School 
and now nearly 75 years old, has practiced in his 
present location since 1905. He has been active in 
his local and state medical organizations and has 
taken a prominent part in the various health and 
civic activities of his community. 

The next interim session of the House of Delegates 
will be held in Houston, Texas in December, 1951. 


J. M. HutcHEson 
H. B. MULHOLLAND 
J. M. EMMETT 
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EDITORIAL 


Charles Wardell Stiles (1867-1941) 


FTER The War, and “The War” in the South still means the Civil War, the 
condition of the South was pitiable. To the devastation of invading armies was 
added the malnutrition and anemia of two widespread chronic diseases, malaria and 
necatoriasis. The psychological reaction to these three scourges, any one of which was 
sufficient to overcome a people with less stamina, is interesting. The people of the 
South were, in a way, proud of the war damage, since it was a measure of the fight 
they were willing to put up in the defense of their constitutional rights. As to malaria, 
they put quinine in their coffee and tolerated the malaria, but when it was discovered 
that they had hookworms, as the Necator americanus was commonly called, they deeply 
resented it. The man who made this discovery was Charles Wardell Stiles, zodlogist 
to the Bureau of Animal Industry. 

Dr. Stiles was born in Spring Valley, N. Y., May 15, 1867, the son of the Rev. 
Samuel Martin Stiles. He received his early education at Wesleyan University, Mid- 
dletown, Conn. (1885-1886). In 1886-87 he studied at the Collége de France; in 
1887-89 at the University of Berlin; and in 1889-90 at the University of Leipzig, 
where he was awarded an A.M. and a Ph.D. degree. In 1891 he worked at the Trieste 
Zodlogical Station and at the Pasteur Institute and the Collége de France. He was 
zoologist in 1891-1902 and consulting zodlogist 1902-1904 to the Bureau of Animal 
Industry, professor of zodlogy U. S. P. H. S. 1902. He was also professor of medical 
zoology at Georgetown University (1892-1906), and special lecturer, Army Medical 
School (1894-1902), Johns Hopkins (1897-1937) and the Navy Medical School (1905- 
1910). He held the rank of Assistant Surgeon General U. S. P. H. S. from 1919 to 
1930. He was honorary custodian of the helminthological collections in the United 
States National Museum from 1893 to 1931 and secretary of the advisory commission of 
the Smithsonian Table at Naples Zodlogical Station. He was the United States gov- 
ernment delegate to the International Zodlogical Congresses in Leiden in 1895, Cam- 
bridge in 1898, Berlin in 1901, Berne in 1904, Boston in 1907, Graz in 1910, Monaco 
in 1913, Budapest in 1927 and Padua in 1930. He was secretary of the International 
Commission on Zodlogical Nomenclature from 1897 to 1936, and secretary of the In- 
ternational Commission on Medical Zoédlogy from 1910 to 1913. In addition, Dr. 
Stiles was an Associate of the Smithsonian Institute and a member of many American 
and European Societies. In 1892 he succeeded Joseph Leidy as foreign correspondent 
of the Société de Biology, France. In 1896 he was elected foreign correspondent of the 
Académie de Médecine, France, and 1899, corresponding member of the Zodlogical 
Society of London. He was professor of Zodlogy at Rollins College, Winter Park, 
Florida, 1931-1938. 

Dr. Stiles was the author of many books relating to his specialty and of a key cata- 
logue of the parasites of man and animals, indexed in all the most important languages. 
Of particular interest to us in this sketch is his report, “The Significance of the Recent 
American Cases of Hookworm Disease (Uncinariasis or Ancylostomiasis) in Man” 
which appeared in the Eighteenth Annual Report of the Bureau of Animal Industry 
(1901). 

From the great number of government commissions that he held, one might get 
the idea that he was a swivel chair scientist. Nothing could be further from the truth. 
When I was a fourth year medical student in Baltimore, I saw right much of Dr. Stiles. 
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As it happened I had a case of uncinariasis, as we called it then, with a severe grade 
of anemia. When he came over from Washington to lecture to us, he would come up 
on the ward to go over the progress my patient was making. He had already dis- 
covered that the American worm differed from the Egyptian nematode, in that it had 
plates in its mouth instead of hooks. Therefore, the term uncinariasis was not exactly 
correct when applied to the disease in America. 


The disease had been known in the old world for a long time, under a number of 
different names: ancylostomiasis, ankylostomiasis, brickmaker’s anemia, Egyptian 
chlorosis, miners’ anemia, miners’ cachexia, Porto Rican anemia, St. Gothard’s tunnel 
disease, tropical chlorosis, tunnel anemia, hookworm disease and tunnel disease. It was 
considered a rare disease in this country; in 1901, Stiles wrote that only about 35 cases 
in the United States had been reported. He thought that this was strange since uncinaria- 
sis is common in dogs, sheep and cattle in certain parts of the country, showing that 
conditions were favorable for the development of the congeneric parasite which affects 
man. The conditions were ripe, and even if the disease did not already exist, it would 
most certainly be introduced into the South with the increasing contact with the tropics. 
It is of local interest that one of the early cases was reported by Dr. William B. Gray 
in the Vrrcinta MepIcAL SEMI-MoNTHLY (6:269, 1901), and the case in which the 
Necator americanus was first found was also in Virginia, a farmer of Westmoreland 
County. 


Before the above prediction was in print, Dr. Stiles had found the disease in every 
state in the South; furthermore, the cases were not imported as the first reported cases 
were thought to be, for he found the infestation was by a previously undescribed species 
which he named Necator americanus. This was found in a case that was reported by 
Dr. Thomas A. Claytor of Washington, D. C. These two nematodes, Ancylostoma duo- 
denale and Necator americanus are found only in man. They have no other host and 
therefore must -be carried by man. In general, the former is found in the old world 
and the latter in the new world. Clinically, the disease caused by the American hook- 
worm, as it soon was called, to distinguish it from the old world hookworm which is 
found in Egypt and Europe, is identical with the older form. However, the geographi- 
cal distribution is wider than was at first thought. In 1905, Looss found the so-called 
American hookworm in pigmies in Central Africa and suggested that it was probable 
that the parasite was brought to the Western Hemisphere with the slave trade. Leiper, 
the zodlogist of the London School of Tropical medicine, in confirmation of Looss, 
found the Necator americanus on the Gold Coast and throughout Africa, but strangely 
enough, not in Egypt. The Negro is relatively immune to the disease but readily be- 
comes a carrier. Leiper also found the Necator americanus throughout India. 


Whether or not the Negro brought the hookworm with him from Africa, its presence 
created a serious health and economic problem at the beginning of the 20th Century. 
The eradication of the disease is theoretically simple. The worms do not multiply in 
the body, but they produce an enormous number of eggs which escape in the feces. 
Under favorable conditions of temperature, moisture and shade, the larvae develop and 
when they reach the so-called encysted stage, the immature worms leave the feces and 
migrate to damp soil or surface water. They are then ready for the intestinal tract of 
man. There is no intermediary host. They gain access to the alimentary tract either 
by infected food or dirty hands, or indirectly through the skin. As they penetrate the 
skin they produce an irritation which the country people call the ‘“‘ground itch.” Getting 
into the blood stream, the worms are filtered out by the capillaries of the lungs, pene- 
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trate the bronchi, are coughed up or migrate to the throat and are swallowed, and then 
finally reach their goal, the duodenum. It is this method of infection that makes hook- 
worms such a menace to the barefoot child of the South. The stunting effect of the 
resulting anemia has long been a reproach to the Southland. 


The problem of prevention was theoretically simple but one of great magnitude. It 
would take a lot of money to carry on a successful anti-hookworm campaign. An 
hygienic project of such size had seldom been undertaken, and never before by private 
enterprise. Stiles approached Mr. Andrew Carnegie, who at the time was busily engaged 
in giving away his millions, but could not interest him sufficiently. Later, Walter Hines 
Page introduced him to John D. Rockefeller and the outcome of this interview was the 
establishment of the Rockefeller Sanitary Commission for the Eradication of Hookworm 
Disease. Stiles was named the scientific secretary of the Commission. 


When he started to work instead of being hailed as a benefactor, he was called a 
visionary. The newspapers made fun of him and he was actually run out of some 
of the more backward areas of the South. Some Southerners resented the use of the 
Rockefeller money. In spite of local opposition Stiles was eminently successful. That 
the South’s resentment was shortlived is attested by the fact that the University of 
North Carolina gave him an honorary LL.D. degree in 1912, and the University 
College of Medicine of Richmond an honorary M.D. degree in 1913. An interesting 
aftermath to Stiles’ successful eradication of the hookworm in the South was the 
formation of the International Health Commission of the Rockefeller Foundation. The 
name was changed to the International Health Board in 1916, but the work of eradicat- 
ing preventable disease throughout the world in places where it did not seem practi- 
cable, has continued along the same pattern established by the Sanitary Commission in 
1909-1913. 


One wonders what to admire most about this man; his wonderful accomplishment 
of reclaiming 7,000,000 persons from a disabling and fatal malady, his devotion to 
duty in the face of unreasonable calumny, or the example he set of a true scientist who 
is perfectly content to make original discoveries and to serve his fellow man. Many 
public health authorities consider him to be the father of modern sanitation. He died 
of myocarditis in the U. S. Marine Hospital, Baltimore, January 24, 1941. The New 
York Herald Tribune said at the time “One of the great medical figures, the principal 
actor in an extraordinarily moving and dramatic bit of history, passes with the death 
of Dr. Charles Wardell Stiles. This generation did not know him. It had been years 
since his name had appeared in the press.” 
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Routine Cytological Examination of Vaginal Smears in Cancer Prevention 


Bw: discover cancer before it can be seen by the naked eye poses a real problem in 
diagnosis. Intra-epithelial carcinoma of the cervix may exist for years before it 
can be seen, even with the aid of the iodine test for altered function of the epithelium. 
Biopsy, even with tissue taken from four localities of the cervical ring, or a circular 
strip removed at the junction of the squamous and columnar epithelium, might easily 
miss a cancer of microscopical size. It is like hunting quail. Today with good dogs you 
find no trace of the birds, while tomorrow or next week, you easily find several covies. 
The secret of success is to keep looking. What is said of cancer of the cervix is equally 
true of cancer of the body of the uterus. You are probably more apt to miss the early 
cancer of the fundus with a curette than a cervical cancer with a biopsy knife. 


As an adjunct to the established methods of diagnosis the study of vaginal smears 
may prove valuable. The routine vaginal examination without biopsy is inadequate. 
Routine vaginal examination with biopsy and diagnostic curettage is too elaborate to 
recommend repeatedly to patients without any symptoms or signs. On the other hand, 
a cytological examination is scarcely any more than a vaginal examination, and is 
entirely without danger. Its only drawback is, first, that it requires experience in in- 
terpreting the smears; and, second, it may engender a false sense of security. Experi- 
ence has shown that it carries about a 10 per cent error, equally divided between a false 
positive and a false negative. 


A number of studies of routine cytological examination on a clinic-wide basis have 
shown that a few unsuspected cancers may be picked up in this way. A few studies 
have been undertaken on a city-wide basis. In Toledo, Ohio, for instance, a city-wide 
study of vaginal smears for cancer prevention was begun in 1947. It was sponsored 
by the local Medical Society and is participated in by all members of the medical pro- 
fession. The smears are made in the offices of the physicians, and are sent to the patholo- 
gist. It is the aim to enroll all women in the program. A central registry is maintained 
by the County Medical Society from which notices are relayed through her physician’s 
office to the patient, asking her to return at intervals of 6 to 12 months for repeated 
examinations. These notices are sent at regular intervals throughout the life of the 
patient. Already they have discovered early cancers in the repeated examinations; 
cases that were negative in the first few examinations, becoming positive under observa- 
tion. Such pioneer work should be commended and should by all means be watched. 


Careless Writing 


EVERAL months ago a group of soldiers were in their armory practicing with a new 
S recoilless rifle. To everyone’s surprise, the gun went off, blew a hole in the side of 
the building, barely missed a large hospital and knocked down several porches over a 
mile away. In the investigations that followed it was shown that the covering of the 
cartridge was marked with figures indicating size, type, etc., and in addition, the word 
“Dummy”. According to the accounts in the newspapers, no one seemed to know to 
what (or to whom) the word dummy referred. 

The purpose of language is to convey meaning. In the case of the written word it 


should convey the meaning of the writer, accurately. That should be the acid test of 
all writing. If, in addition, it stimulates the imagination and is musical, it becomes 
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literature. In newspapers and medical journals, we do not expect literature. In the 
one, there is not time for the polishing necessary to round out the periods and produce 
the majestic rhythm of a Milton. In the medical “literature” exactness is the end to be 
striven for. 


In both newspapers and medical writing there is a tendency to vagueness and loose- 
ness of expression. Too frequently one sees “temperature” used where fever or eleva- 
tion of temperature is meant, ‘‘pathology” for morbid or pathologic change or “serology” 
for a blood count and/or a Wassermann test. We often see that the patient was given 
“supportive treatment”. Sometimes we would like to know of just what this consisted 
but the author gives us no hint. Alphabetical abbreviations are particularly annoying. 
Sometimes, but not always, these abbreviations are well known to workers in the same 
branch of science. Specialization is so great and changes are so rapid that dictionaries 
can not keep up with the newly formed combinations. Recently we have come across 
some abbreviations that could not be found in the latest dictionaries. In reporting a case, 
the hospital record is copied verbatim, with the result that parts of the report are un- 
intelligible to readers in another State. The author should be considerate enough of 
the readers to translate the hospital jargon into plain English. If he has a message he 
should certainly want it to be understood correctly. 


Floral Eponym 
Solandra 
DANIEL CHARLES SOLANDER (1736-1782) 


Solandra is a genus of tropical American, woody, climbing plants of the potato family. 
The flowers are large, solitary, greenish-white or yellow. 


Daniel C. Solander was born in Noorland, Sweden, the son of a clergyman. Early 
in life he came under the notice of Linnaeus. He graduated in medicine at Upsala. He 
was popular in London and had much to do with the introduction of the Linnaean 
system in England. 


Solander catalogued the natural history collection of the British Museum. He accom- 
panied Sir Joseph Banks on Cook’s voyage in the Endeavor. He was a member of the 
Royal Society and a D.C.L. of Oxford. He died of apoplexy in 1782. The younger 
Linnaeus named a genus of Atropaceae for him. Two small islands are also named for 
him. He designed a bookbox portfolio which still goes by his name. He left twenty 
volumes of descriptions of plants in ms. which are in the British Museum. 
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PRESIDENT’S MESSAGE 


1951 Committees, Medical Society of Vir- 
ginia. 

The following committees have been named to be 
in charge of the various activities of the Society dur- 
ing the year 1950-51. Numbers after names in Stand- 
ing Committees indicate number of years to serve, 
these having been appointed for a definite term in 
accordance with the By-Laws. 


Standing Committees 

PUBLICATION AND ProGRAM: M. P. Rucker, M.D. (1), 
Richmond, Chairman; Ennion S. Williams, M.D. (1), 
Richmond, Associate Chairman (appointed by Council) ; 
Wyndham B. Blanton, M.D. (2), Richmond; A. B. Hodges, 
M.D. (3), Norfolk. 

DEPARTMENT OF CLINICAL AND MEDICAL EDUCATION: W. 
C. Caudill, M.D., Pearisburg, Chairman; H. B. Mulhol- 
land, M.D., Charlottesville; L. J. Roper, M.D., Richmond; 
Harry Walker, M.D., Medical College, Richmond; J. R. 
Beckwith, M.D., Clifton Forge; M. E. Johnston, M.D., 
Tazewell. 

Etuics: M. H. Harris, M.D. (1), West Point, Chair- 
man; K. D. Graves, M.D. (2), Roanoke; H. H. Hurt, M.D. 
(3), Lynchburg. 

GRIEVANCE: Guy Fisher, M.D. (3), Staunton, Chairman; 
W. C. Caudill, M.D. (5), Pearisburg; M. P. Rucker, M.D. 
(4), Richmond; W. L. Powell, M.D. (2), Roanoke; H. B. 
Mulholland, M.D. (1), Charlottesville. 

Jupictat: J. Morrison Hutcheson, M.D. (3), Richmond, 
Chairman; Hugh H. Trout, Jr., M.D. (2), Roanoke; N. G. 
Wilson, M.D. (1), Norfolk. 

LEGISLATIVE: J. D. Hagood, M.D. (3), Clover, Chair- 
man; W. C. Caudill, M.D. (3), Pearisburg; Charles H. 
Henderson, M.D. (2), Norton; Dean B. Cole, M.D. (3), 
Richmond; Carrington Williams, M.D. (1), Richmond; J. 
Edwin Wood, M.D. (2), Charlottesville; Frank A. Farmer, 
M.D. (2), Roanoke; George W. Schenck, M.D. (1), Nor- 
folk; M. S. Fitchett, M.D. (3), Norfolk. 

MEDICAL SERVICE: John O. Boyd, Jr., M.D. (2), Roanoke, 
Chairman; Russell Buxton, M.D. (2), Newport News; 
Walter B. Martin, M.D. (2), Norfolk; M. H. Harris, 
M.D. (1), West Point; Snowden Hall, Jr., M.D. (1), Dan- 
ville; Harold W. Miller, M.D. (3), Woodstock; H. B. 
Mulholland, M.D. (3), Charlottesville; James P. Williams, 
M.D. (3), Richlands; John G. Graziani, M.D. (1), Farm- 
ville. 

Memsersuip: A. M. Showalter, M.D. (3), Christians- 
burg, Chairman; B. E. Harrell, M.D. (1), Norfolk; J. 
Franklin Waddill, M.D. (2), Norfolk. 

Pusiic ReLations: J. M. Emmett, M.D., Clifton Forge, 
Chairman; H. B. Mulholland, M.D., Charlottesville; Ben- 


jamin W. Rawles, M.D., Richmond; Andrew F. Giesen, 
M.D., Radford; George A. Duncan, M.D., Norfolk; John 
B. Leary, M.D., Arlington. 

ScIENTIFIC Charles H. Peterson, M.D. (1), 
Roanoke, Chairman; Eugene Lowenberg, M.D. (3), Nor- 
folk; V. W. Archer, M.D. (2), Charlottesville. 


Special Committees 

CHILD WELFARE: John O. Rydeen, M.D., Norfolk, Chair- 
man; McLemore Birdsong, M.D., Charlottesville; Emily 
Gardner, M.D., Richmond; James B. Stone, M.D., Rich- 
mond; T. J. Humphries, M.D., Roanoke; W. W. Waddell, 
Jr., M.D., Charlottesville; F. Read Hopkins, M.D., Lynch- 
burg; C. C. Powell, M.D., Harrisonburg; C. B. Hughes, 
M.D., Wytheville. 

Apvisory TO WoMAN’s AuxiLiAry: M. S. Andrews, M.D., 
Norfolk, Chairman; Don Daniel, M.D., Richmond; 
Fletcher Wright, M.D., Petersburg; E. L. Flanagan, M.D., 
Richmond. 

MATERNAL HEALTH: Edwin Rucker, M.D., Richmond, 
Chairman; Paige E. Thornhill, M.D., Norfolk; A. L. Car- 
son, M.D., Richmond; G. N. Carter, M.D., Boydton; A. M. 
Groseclose, M.D., Roanoke; John M. Nokes, M.D., Char- 
lottesville; C. A. Nunnally, M.D., Fredericksburg; W. L. 
McMann, M.D., Danville; L. L. Shamburger, M.D., Rich- 
mond. 

WALTER REED Commission: H. A. Tabb, M.D., Glouces- 
ter, Chairman; Richard B. Bowles, M.D., Mathews; Clar- 
ence Porter Jones, Jr.. M.D., Newport News. 

To CONFER WITH STATE BOARD OF NuRSE EXAMINERS: 
Russell Buxton, M.D., Newport News, Chairman; Frank 
S. Johns, M.D., Richmond; C. Bruce Morton, II, M.D., 
Charlottesville; John A. Shackelford, M.D., Martinsville; 
Richard P. Bell, M.D., Staunton; M. H. Harris, M.D., 
West Point; James M. Habel, M.D., Suffolk. 

VENEREAL DISEASE CONTROL: Harry Pariser, M.D., Nor- 
folk, Chairman; W. W. S. Butler, M.D., Roanoke; R. W. 
Fowlkes, M.D., Richmond; James W. Love, M.D., Alex- 
andria; W. Ross Southward, Jr., M.D., Richmond; Albert 
A. Creecy, M.D., Newport News. 

TusBercu.osis: George A. Welchons, M.D., Richmond, 
Chairman; Wilkins J. Ozlin, M.D., South Hill; A. L. 
Kruger, M.D., Norfolk; Fred F. Oast, M.D., Roanoke; 
Charles L. Savage, M.D., Waynesboro. 

Advisors: L. J. Roper, M.D., J. E. Barrett, M.D., and 
Col. Richard Copeland. 

MENTAL HyGIENE: David C. Wilson, M.D., Charlottes- 
ville, Chairman; C. T. Wilfong, M.D., Richmond; Joseph 
R. Blalock, M.D., Marion; John R. Saunders, M.D., Rich- 
mond; Edwin J. Palmer, M.D., Roanoke; Thomas Spes- 
sard, M.D., Norfolk; Rex Blankinship, M.D., Richmond; 
John P. Williams, M.D., Richmond ; James P. King, M.D., 
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Radford; John A. Sims, M.D., Alexandria; Snowden C. 
Hall, M.D., Danville; Julian Beckwith, M.D., Clifton 
Forge; Thomas H. Anderson, M.D., Lawrenceville; Lan- 
don E. Stubbs, M.D., Newport News; Alexander G. Brown, 
III, M.D., Richmond; John B. McKee, M.D., Winchester ; 
David Scott, M.D., Lynchburg. 

Cancer: George Cooper, Jr., M.D., Charlottesville, 
Chairman; George Z. Williams, M.D., Richmond; E. P. 
Lehman, M.D., Charlottesville; Rowland Pearsall, M.D., 
Charlottesville; A. P. Jones, M.D., Roanoke; Jos. W. 
Houck, M.D., Lynchburg; Mason Romaine, M.D., Peters- 
burg; Arthur Gathright, M.D., Richmond; Herbert Wolff, 
M.D., Alexandria; Jack Kight, M.D., Norfolk; Harry J. 
Warthen, Jr., M.D., Richmond. 

INpuUsTRIAL HEALTH: T. J. Tudor, M.D., Norton, Chair- 
man; J. V. Jordan, M.D., Covington; Charles L. Savage, 
M.D., Waynesboro; James W. Elliott, M.D., Lebanon; W. 
L. Weaver, M.D., Richmond; L. O. Crumpler, M.D., Dan- 
ville; Rufus Brittain, M.D., Tazewell. 

REHABILITATION: Roy M. Hoover, M.D., Roanoke, Chair- 
man; Paul D. Camp, M.D., Richmond; George A. Duncan, 
M.D., Norfolk; J. R. Blalock, M.D., Marion; N. F. Rodman, 
M.D., Norfolk; L. J. Roper, M.D., Richmond; G. B. Setzler, 
M.D., Pennington Gap; Leroy Smith, M.D., Richmond; 
Frank B. Stafford, M.D., Charlottesville; W. E. Dickerson, 
M.D., Danville; G. S. Fitz-Hugh, M.D., Charlottesville; 
Fletcher J. Wright, M.D., Petersburg. 

NATIONAL EMERGENCY MEDICAL SERVICE: John Powell 
Williams, M.D., Richmond, Chairman; Walter P. Adams, 
M.D., Norfolk; E. C. Drash, M.D., Charlottesville; R. P. 
Bell, Jr., M.D., Staunton; W. H. Chapman, M.D., Suffolk ; 
L. F. Hobbs, M.D., Alexandria; J. M. Hurt, M.D., Black- 
stone; Frank A. Farmer, M.D., Roanoke; Russell Buxton, 
M.D., Newport News; Kinloch Nelson, M.D., Richmond ; 
Henry Bourne, M.D., Danville; Guy Richardson, M.D., 
Bristol. 

CONSERVATION OF HEARING: P. N. Pastore, M.D., Rich- 
mond, Chairman; Fletcher D. Woodward, M.D., Char- 
lottesville; H. Grant Preston, M.D., Harrisonburg; F. H. 
McGovern, M.D., Danville; Mortimer H. Williams, M.D., 
Roanoke; T. M. Winn, M.D., Covington; B. R. Kennon, 
III, M.D., Norfolk. 

To ConFER WITH OLD Dominion Mepicat Society: Vin- 
cent W. Archer, M.D., Charlottesville, Chairman; J. M. 
Hutcheson, M.D., Richmond; Walter B. Martin, M.D., 
Norfolk; James P. Williams, M.D., Richlands; James L. 
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Hamner, M.D., Mannboro; John B. Leary, M.D., Arling- 
ton; J. D. Hagood, M.D., Clover. 

CONSERVATION OF SIGHT AND PREVENTION OF BLINDNESS: 
A. A. Burke, M.D., Norfolk, Chairman; C. C. Cooley, 
M.D., Norfolk; Rudolph Thomason, M.D., Richmond; 
E. G. Gill, M.D., Roanoke; W. W. Gill, M.D., Richmond. 

CEREBRAL Patsy: O. Anderson Engh, M.D., Alexandria, 
Chairman; John A. Vann, M.D., Norfolk; Walter O. 
Klingman, M.D., Charlottesville; Louise F. Galvin, M.D., 
Richmond; Roy M. Hoover, M.D., Roanoke. 

BLUuE Cross AND BLUE SHIELD: William R. Pretlow, M.D., 
Warrenton, Chairman; H. L. Denoon, M.D., Nassawadox; 
Waverly R. Payne, M.D., Newport News; E. C. Joyner, 
M.D., Suffolk; George A. Duncan, M.D., Norfolk; Guy 
W. Horsley, M.D., Richmond; Thomas G. Hardy, M.D., 
Farmville ; W. C. Brann, M.D., South Boston; John T. T. 
Hundley, M.D., Lynchburg; David S. Garner, M.D., Roa- 
noke; Harold W. Miller, M.D., Woodstock; J. R. McGriff, 
M.D., Arlington; J. P. Sutherland, M.D., Harman; Russell 
M. Cox, M.D., Portsmouth. 

EXECUTIVE COMMITTEE OF CounciL: Walter P. Adams, 
M.D., Norfolk; Guy W. Horsley, M.D., Richmond; John 
T. T. Hundley, M.D., Lynchburg. 

Apvisory HEART CoMMITTEE: J. Edwin Wood, M.D., 
Charlottesville, Chairman; Paul D. Camp, M.D., Rich- 
mond; R. B. Grinnan, M.D., Norfolk; John B. McKee, 
M.D., Winchester; Julian R. Beckwith, M.D., Clifton 
Forge; Mason Romaine, M.D., Petersburg; J. Franklin 
Waddill, M.D., Norfolk. 

Apvisory COMMITTEE TO HEALTH Services: L. J. Roper, 
M.D., Richmond, Chairman; John Powell Williams, M.D., 
Richmond; Walter P. Adams, M.D., Norfolk; Kinloch 
Nelson, M.D., Richmond; Cato Drash, M.D., Charlottes- 
ville; C. L. Harrell, M.D., Norfolk; Wallace E. Baker, 
M.D., Alexandria. 


Other Committees 


CREDENTIALS: Ira Hancock, M.D., Creeds, Chairman; 
Marcellus A. Johnson, Jr., M.D., Roanoke; Benjamin W. 
Rawles, Jr., M.D., Richmond. 

BupceT: Walter A. Porter, M. D., Hillsville, Chairman. 

LocaL ARRANGEMENTS: Walter P. Adams, M.D., Norfolk. 

PARLIAMENTARIAN: Walter A. Porter, M.D., Hillsville. 

EpucaTION CAMPAIGN: James P. King, M.D., Radford, 
Chairman. 


C. L. Harretyt, M.D. 
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SOCIETY PROCEEDINGS 


Virginia Board of Medical Examiners. 
At the examinations of the Board held November 
30, December 1 and 2, 1950, the following appli- 


cants were licensed: 


On the Basis of Endorsement of Credentials 


Dr. Paul G. Albrecht, Charlottesville. 

Dr. John W. Barnard, Louisa. 

Dr. John Paul Bing, Fries. 

Dr. Lewis H. Bosher, Jr., Richmond. 

Dr. George Emory Cain, Dante. 

Dr. Robert Dils Crooks, Franklin. 

Dr. John Francis Crosby, Jr., Washington, D. C. 
Dr. Sam Paul Davidson, Gate City. 

Dr. Phillip Lafayette Dixon, Jr., Altavista. 

Dr. Charles William Docter, Amonate. 

Dr. Leslie Rowe Driver, Jr., Bristol, Tenn.-Va. 
Dr. Preston M. Dunning, Martinsville. 

Dr. Loren Lance Fisher, Clinchco. 

Dr. William Everett Gibbons, Harman. 

Dr. James Burnett Gilbert, Alexandria. 

Dr. James Robert Gish, Bishop. 

Dr. Henry Charlton Graybeal, Christiansburg. 
Dr. Thomas Anthony Harris, Bethesda, Md. 
Dr. John Williams Hooker, Danville. 

Dr. Gerard J. Inguagiato, Falls Church. 

Dr. Grace Calef Kay, Richmond. 

Dr. Saul Kay, Richmond. 

Dr. Henry Allen Kinser, Pennington Gap. 

Dr. Seymour Jacob Kreshover, Richmond. 

Dr. Basilios S. Lambros, Washington, D. C. 

Dr. Beverly Jean Loesch, Waynesboro. 

Dr. Paul Patrick Maher, Alexandria. 

Dr. William Benedict McLaughlin, Pittsburgh, Pa. 
Dr. Joseph Jay Miller, Chatham. 

Dr. James Lloyd Mims, Spartanburg, S. C. 

Dr. Edwin Calhoun Mitchell, Alexandria. 

Dr. Christopher Joseph Murphy, Jr., Alexandria. 
Dr. Herbert William Park, Fishersville. 

Dr. Grady Woodrow Phillips, Falls Church. 
Dr. Clifford T. Riddel, Jr., Bridgewater. 

Dr. Robert W. Riemer, Richmond. 

Dr. Richard M. Rosenberg, Manassas. 

Dr. Angel E. Salazar, Herndon. 

Dr. James Anthony Smith, Front Royal. 

Dr. Alfred John Suraci, Washington, D. C. 

Dr. Bertram Fairley Townsend, Newport News. 
Dr. Henry Clay Vedder, Arlington. 

Dr. Evans H. Wangelin, Camp Lejeune, N. C. 
Dr. Davenport White, Washington, D. C. 

Dr. James Oliver Willie, Jr. (C), Portsmouth. 
Dr. Edward Comstock Wilson, Jr., Washington, D. C. 
Dr. Margaret Wong, Alexandria. 


By Examination 
Dr. Harvey Earl Brown, Jr., Richmond. 
Dr. Marjorie Tweedt Brown, Richmond. 
Dr. Hugh Pearson Fisher, Jr., Norfolk. 
Dr. Warren Collins Gregory, Charlottesville. 
Dr. John Alastair Love, South Boston. 
Dr. Geoffrey T. Mann, Richmond. 
Dr. Stuart Ragland, Jr., Boston, Mass. 
Dr. William Marco Sheppe, Jr., Charlottesville. 
Dr. Gladys Pietri Sutherland, Santurce, Puerto Rico. 
Dr. Frances Edmonds Wood, Williamsburg. 


The Danville-Pittsylvania Academy of Medi- 

cine 

Held its regular monthly meeting on January 12, 
at which time the new officers presided. Those 
elected for 1951 are: President, Dr. W. Earl Over- 
cash; vice-presidents, Dr. E. Willard Arnett and Dr. 
D. Lorton Arey; and secretary-treasurer, Dr. John 
R. Eggleston. All are of Danville. 

Dr. Hamilton Allen, professor of Orthopedics at 
the University of Virginia, addressed the Academy 
on the subject of “Cervico- Brachial Pain”. 


Roanoke Academy of Medicine, 

In February, the Academy met at the Hotel Roa- 
noke for dinner, after which the following program 
was presented by guest speakers: 

Psychologic Aspects of the Care of the Child by 
Dr. Harry Bakwin, Professor of Clinical Pediatrics, 
New York University. 

Present Status of Antibiotic Therapy by Dr. F. 
Tremaine Billings, Assistant Professor of Medicine, 
Vanderbilt University, Nashville. 


The Alexandria Medical Society 
Will sponsor its second annual Northern Virginia 

Clinical Assembly on Sunday, April 1, 1951, at the 

Charles Barrett School in Alexandria. The speakers 

will be: 

1. Waldo E. Nelson, M.D., Philadelphia: Obstruc- 
tive Lesions of the Respiratory Tract of Infants 
and Children. 

2. William Parson, M.D., Charlottesville: Obesity. 

3. Charles M. Caravati, M.D., Richmond: Clinical 
Aspects of Liver Disease. 

4. F. Leon Israel, M.D., Philadelphia: Menopause. 

Charles A. Hufnagel, M.D., Washington: New 

Horizons in Surgery. 

6. Sol Katz, M.D., Washington: 

plications. 

Ephraim T. Lisansky, M.D., Baltimore: Psy- 

chosomatic Aspects of Cardiovascular Diseases. 


Cough—Its Im- 


The registration fee of $2.00, which will include 
luncheon and cocktail party, should be mailed direct 
to the Alexandria Medical Society, Post Office Box 
192, Alexandria, Virginia. All physicians are in- 
vited to attend. 
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NEWS 


Hotel Reservations for October Meeting. 

The policy of the Cavalier Hotel in reserving rooms 
for our State Convention (starting Sunday, Oct. 7, 
1951) was formulated by the Local Committee on 
Arrangements, under the guidance of your President. 
It has been to: 

(1) follow the instructions of the House of Dele- 
gates and reserve rooms for Delegates who apply for 
them. 

(2) accommodate in the Cavalier as many mem- 
bers of the Society as is possible. 

(3) allow only one room reservation to any one 
exhibiting firm (some applied for three rooms), in 
the hopes that many of these can be in the Cavalier 
also, depending on the date of their application letter. 

The main overflow hotel is the Gay Manor (Eu- 
ropean Plan), one block from the Cavalier, on the 
Beach front. This well-equipped hotel will handle 
180 guests. There are also many excellent smaller 
hotels available. 

The Committee believes the new mandatory rule 
of holding rooms for Delegates for a limited time is 
of definite value, and that in ensuing years its wider 
publication to Delegates will allow members who are 
not Delegates to have their reservations confirmed 
earlier. 

After the Cavalier is filled, they will still make 
reservations for you elsewhere. Write the Cavalier! 


Pharmacists Work with Veterans Adminis- 
tration. 

A plan is now in effect between the Virginia Phar- 
maceutical Association and the Veterans Administra- 
tion whereby the Veterans Administration will reim- 
burse the pharmacists for drug bills incurred by a 
Veteran in cases where such an account has been au- 
thorized by the Veterans Administration. 


Scientific Exhibits. 

Dr. Charles H. Peterson, chairman of the Com- 
mittee on Scientific Exhibits of the Medical Society 
of Virginia, announces that the Committee will now 
receive applications for scientific exhibits for the Oc- 
tober meeting of the Society at Virginia Beach. The 
deadline for applications will be June 15th. The 
executive committee will then choose those to be 
shown and notify the exhibitors by July 1st. This 
will be necessary because of the limited space at dis- 


posal for scientific exhibits. Applications should be 
sent to Dr. Eugene L. Lowenberg, 100 Medical Arts 
Building, Norfolk 10, chairman of the local com- 
mittee for scientific exhibits. 


The Seaboard Medical Association of Vir- 
ginia and North Carolina 

Met at Elizabeth City, North Carolina, December 
5, 6 and 7, with headquarters at the Virginia Dare 
Hotel. Dr. John A. Payne, III, of Sunbury, N.C., 
presided. Officers elected for 1951 are: President, 
Dr. R. Bryan Grinnan, Jr., Norfolk; vice-presidents, 
Dr. Joseph Smith, Greenville, N.C.; Dr. W. Holmes 
Chapman, Suffolk; Dr. Quinton Cooke, Murfrees- 
boro, N.C.; and Dr. Edward Levy, Norfolk; secre- 
tary-treasurer, Dr. L. Everett Sawyer (re-elected), 
Elizabeth City, N.C. 

The Executive Committee is composed of Dr. O. 
R. Yates, Suffolk; Dr. John Payne, III, Sunbury, 
N.C.; Dr. Russell Buxton, Newport News; Dr. Zack 
D. Owens, Elizabeth City, N.C.; and Dr. John C. 
Tayloe, Washington, N.C. 

Dr. F. P. Hunter, Warrenton, N.C.; Dr. J. M. 
Habel, Suffolk; and Dr. Brock Jones, Norfolk com- 
pose the Membership Committee, and Dr. South- 
gate Leigh, Norfolk; Dr. Chester D. Bradley, New- 
port News; and Dr. J. G. Ramsey, Washington, 
N.C., the board of censors. 

Dr. W. Holmes Chapman, Suffolk, is to be leader 
of Medical Debate, and Dr. William Sellers of Nor- 
folk leader of Surgical Debate. 

The next meeting of the Association will be at 
the Cavalier Hotel, Virginia Beach, the time to be 
named later. 


News from Department of Medicine, Univer- 
sity of Virginia. 

A Conference on the Use of ACTH and Cortisone 
was held at the University of Virginia, January 19. 
More than 140 physicians from throughout the state 
attended the Conference as representatives of their 
local hospitals or county medical societies. The pur- 
pose of the Conference was to better acquaint Vir- 
ginia physicians with the new compounds and to 
give them outlines and material so that they in turn 
may lead such ACTH conferences at their own local 
societies or hospitals. 

The Conference was organized under the direc- 
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tion of Dr. William Parson, Professor of Internal 
Medicine at the University. Dr. Charles A. Ragan, 
Associate Professor of Medicine, College of Physi- 
cians and Surgeons, Columbia University, was the 
guest lecturer. Dr. Henry St. George Tucker, Assist- 
ant Professor of Medicine, Medical College of Vir- 
ginia, was the other visiting guest speaker at the 
Conference. 


A new Department of Microbiology has been es- 
tablished at the University. It will be responsible 
for instruction and research in infectious diseases 
and will cover the sciences of bacteriology, virology, 
mycology, immunology and immunochemistry. Dr. 
Alto E. Feller, Associate Professor of Preventive 
Medicine at Western Reserve University, has been 
appointed Professor of Microbiology and Chairman 
of the Department. Dr. Feller came to the University 
in February as Visiting Professor. His new appoint- 
ment is effective as of July 1. 


Dr. Edward R. Cawley, Assistant Professor of 
Dermatology and Syphilology at the University of 
Michigan, has been appointed Professor and Chair- 
man of the Department of Dermatology and Syphilol- 
ogy at the University, succeeding Dr. Dudley C. 
Smith, who died August 30. Dr. Cawley brings 
with him from Ann Arbor, as Assistant Professor of 
Dermatology and Syphilology, Dr. Clayton E. Wheel- 
er. Dr. Wheeler succeeds Dr. Robert Thompson, who 
resigned July 1 to enter practice in Chattanooga, 
Tenn. 


Dr. Herbert W. Park, formerly a Baruch Fellow 
in Physical Medicine, has been appointed Assistant 
Professor of physical medicine at the University of 
Virginia. He will serve as medical director of the 
Woodrow Wilson Rehabilitation Center and direc- 
tor of physical medicine at the University. 

Dr. Richard J. Ackart, assistant director of the 
Johns Hopkins Hospital, has been appointed Di- 
rector of the University of Virginia Hospital, ef- 
fective February 1. He has been associated with 
Johns Hopkins Hospital during the past three and 
a half years and succeeds Dr. Carlisle Lentz, who 
continues his association with the University Hos- 
pital in a consultive capacity. 

Medical College of Virginia News. 


Dr. John B. Truslow, formerly Assistant Dean of 
Columbia College of Physicians and Surgeons be- 
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came Dean of the school of medicine January 1. He 
succeeds Dr. Harvey B. Haag, who resigned in order 
to give full time to teaching and research in the de- 
partment of pharmacology of which he has been head 
for many years. 

Dr. Harry Lyons, Professor of Periodontia and 
Oral Pathology, was made Dean of the school of 
dentistry January 1, succeeding the late Dr. Harry 
Bear. Doctor Lyons retired from private practice 
in Richmond in order to accept the deanship on a 
full-time basis. 

At its Commencement in June the college will 
confer upon State Senator Lloyd C. Bird, a graduate 
of its school of pharmacy, the honorary degree of 
Doctor of Laws. Miss Nora Spencer Hamner, a 
graduate of its school of nursing, will receive the 
honorary degree of Master of Science in Nursing. 
Both have made wide contributions to education and 
to science in the community and the Commonwealth. 

The Forty-Fifth General Hospital, sponsored by 
the college in World Wars I and II, has been re- 
organized and becomes an Organized Reserve Train- 
ing Unit in the Virginia Military District. Colonel 
John Powell Williams, Professor of Clinical Medi- 
cine, and Chief of the Medical Service at McGuire 
Veterans Hospital, will be in command. 

A splendid attendance was noted at the symposium 
on alcoholism held January 16 and 17. The alcoholic 
clinic at the coliege is under a joint program with 
the Virginia Board of Health. 

A portrait of the late Dean Harry Bear of the 
school of dentistry was presented to the college with 
appropriate ceremonies on January 27. The por- 
trait is the work of David Silvette of Richmond, and 
is the gift of friends of the late Dean. 


The Postgraduate Course in Diseases of the 

Chest, 

Sponsored by the American College of Chest 
Physicians, Pennsylvania Chapter and the Laennec 
Society of Philadelphia, will be presented at the 
Hotel Warwick, Philadelphia, March 26-30, 1951. 
This course will emphasize the recent developments 
in all aspects of the diagnosis and treatment of chest 
disease, and is open to all physicians; however, the 
number of registrants will be limited. The tuition 
fee is $50.00 and applications will be accepted in 
the order in which they are received. Applications 
should be sent to the American College of Chest 
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Physicians, 500 North Dearborn Street, Chicago 10, 
Illinois. 

Dr. Chevalier L. Jackson is Chairman, and Dr. 
Leon. H. Collins, Vice-Chairman of the Philadelphia 
Postgraduate Course Committee. 


The Virginia Chapter, American College of 

Chest Physicians, 

Will meet in the Richmond Academy of Medicine 
building on April 25. 

The scientific program will start at 10:30 A.M., 
and continue through the afternoon. The program 
will be of general interest. Visitors are welcome. 


Annual Postgraduate Institute. 

The Philadelphia County Medical Society will 
hold its fifteenth Annual Postgraduate Institute at 
the Bellevue-Stratford Hotel, April 24-27, 1951. The 
usual variety of current clinical problems will be 
presented by local medical authorities. A question 
and answer period will follow each individual lec- 
ture and this material will be recorded for distribu- 
tion to the registrants subsequent to the meeting. 

The program is slanted particularly towards the 
general practitioner. Arrangements are being made 
to have the meeting accepted by the American Acad- 
emy of General Practice towards the necessary fifty 
hours of formal study required of its members. There 
will be a large number of technical exhibits. 

Preliminary programs will be mailed to all inter- 
ested physicians. The registration fee is Ten Dollars. 
Further information may be obtained by writing to 
Thomas M. Durant, M.D., Director, 301 South 21st 
Street, Philadelphia 3. 


Carlos J. Finlay Award 

In Havana, Cuba, on January 14, the Carlos J. 
Finlay Award for distinguished service in the field 
of medicine and public health was given to Dr. Elmer 
L. Henderson, Louisville, Kentucky; Dr. George F. 
Lull, Chicago; Dr. Tom D. Spies, Birmingham, Ala- 
bama; Dr. Paul de Kruif, Holland, Michigan; and 
Mr. Clyde P. Loranz, Birmingham, Alabama. 

The formal presentations were made in the Audi- 
torium at the Finlay Institute in the presence of a 
large number of distinguished Cuban physicians and 
their wives and friends. Senor Dr. Jose A. Rubio 
Padilla, Minister of Health of Cuba, presided giv- 
ing a most appropriate address and presenting the 
award individually to each of those to whom it had 
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been given. Following the formal presentations in 
the Auditorium there was a reception in honor of 
those receiving the award. 


1951 Award Contest. 

The National Gastroenterological Association an- 
nounces its Annual Cash Prize Award Contest for 
1951. One hundred dollars and a Certificate of 
Merit will be given for the best unpublished contri- 
bution on Gastroenterology or allied subjects. Cer- 
tificates will also be awarded those physicians whose 
contributions are deemed worthy. Contestants re- 
siding in the United States must be members of the 
American Medical Association. The winning con- 
tribution will be selected by a board of impartial 
judges and the award is to be made at the annual 
convention banquet of the Association in September 
1951. 

All entries for the 1951 prize should be limited 
to 5,000 words, be typewritten in English, prepared 
in manuscript form, submitted in five copies accom- 
panied by an entry ietter, and must be received not 
later than 1 June 1951. Entries should be addressed 
to the National Gastroenterological Association, 1819 
Broadway, New York 23, N. Y. 


Teaching Seminar in Proctology. 

The International Academy of Proctology will 
present its first teaching seminar on proctologic sub- 
jects, including the more recent developments, in the 
form of a symposium and round-table discussion. 
The session will be in New York City, April 7th. 

Registration for the seminar will be limited in 
number and open to licensed physicians who are 
members of the American Medical Association, State 
or County Medical Associations and graduates of an 
approved medical school. Admission to the seminar 
will be by card only. Preference in registration will 
be given to those affiliated with the International 
Academy of Proctology. 

For registration or further information communi- 
cate with Dr. William Lieberman, Chairman, Semi- 
nar Committee, International Academy of Proctol- 
ogy, 1819 Broadway. New York 23, N. Y. 


The Ophthalmological and Otolarnygologi- 
cal Section of the Richmond Academy of 
Medicine 
Met at the Commonwealth Club on January 9. 

The following officers were unanimously elected: 

Dr. Edwin Vaughan, president; Dr. Mason Smith, 
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president-elect; Dr. Charles N. Romaine, secretary- 
treasurer. 

After the business session, consisting mainly of in- 
formal reports on the progress of the Richmond Eye, 
Ear, Nose and Throat Hospital, Dr. E. M. LaPrade 
presented an interesting case report on Cholesteatoma. 
This was followed by motion picture presentation of 
Corneal Contact Lenses, which had been procured by 
Dr. L. B. Sheppard for the evening. 

The next meeting of the Section will be on March 
6, 1951. 

Dr. L. J. Roper, 
State Health Commissioner of Virginia, 


elected president of the State and Provincial Health 
Authorities of North America at its last meeting. 


was 


Annual Spring Congress. 

The Gill Memorial Eye, Ear and Throat Hospital 
will hold its twenty-fourth annual Spring Congress 
in ophthalmology, otology, rhinoscopy, laryngology, 
facio-maxillary surgery, bronchoscopy and esophago- 
scopy in Roanoke, April 2 to 7 inclusive. The faculty 
will be composed of outstanding speakers in their 
various specialties. Lectures will be held at the Pat- 
rick Henry Hotel, but operations and clinics will be 
at the hospital. Several social features will be in- 
cluded in the various days. 

For information as to admission requirements, ad- 
dress Dr. E. G. Gill, Box 2467, Roanoke, Virginia. 


The Southeastern Surgical Congress 

Will have its nineteenth annual assembly on April 
11-14, inclusive, at Hollywood Beach Hotel, Holly- 
wood, Florida. The Guest speakers include: Drs. 
Ray M. Bobbitt and W. Hampton St. Clair of West 
Virginia; Drs. Otto C. Brantigan and Cless Y. 
Fordyce of Baltimore; Drs. William S. Brockington 
and Claud W. Perry of South Carolina; Drs. H. 
Earle Conwell and Paul W. Shannon of Birming- 
ham; Drs. Robert J. Coffey and James W. Watts of 
Washington; Drs. David B. Corcoran and Linwood 
D. Keyser of Virginia; Drs. T. C. Davison, Charles 
L. Prince and Homer S. Swanson of Georgia; Drs. 
L. C. Feemster and Leslie V. Rush of Mississippi; 
Drs. Elmer Lee Henderson, C. C. Howard, Herman 
Mahaffey and Clyde C. Sparks of Kentucky; Drs. 
Hugh C. Ilgenfritz, H. Reichard Kahle and Mar- 
shall L. Michel of Louisiana; Dr. Oswald S. Lows- 
ley of New York City; Drs. John Martin and 
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Michael Mason of Chicago; Dr. A. T. Miller, Jr., of 
Durham; Dr. Joe M. Parker of Oklahoma City; 
Drs. R. L. Sanders and N. S. Shofner of Tennessee; 
Dr. Howard E. Snyder of Kansas; Dr. Paul B. 
Steele of Pittsburgh; Dr. Ralph M. Stuck of Denver; 
Dr. Gershom J. Thompson of Roc’ ‘ster, Minnesota; 
and Drs. Ashbel C. Williams and ‘rank M. Woods 
of Florida. Further information about the Assembly 
may be obtained from Dr. B. T. Beasley, 701 Hurt 
Building, Atlanta 3, Georgia. 


Postgraduate Course in Pittsburgh. 

A postgraduate course on Disease Due to Allergic 
and Immune Mechanisms is to be given in Pitts- 
burgh, April 24-28, under the auspices of the Ameri- 
can College of Physicians. The course is intended 
for those interested in Internal Medicine and Allergy. 
Detailed information, including the registration fees, 
may be obtained from the American College of Phy- 
sicians, 4200 Pine Street, Philadelphia 4, Pa. 


Dr. James A. Smith, 

Health Officer of Page - Warren - Shenandoah 
Health District, left on January 19, for a military 
leave of absence. 


Fredericksburg’s New Hospital. 

Ceremonies dedicating the New Mary Washington 
Hospital in Fredericksburg were held on Sunday, 
February 18, and patients were transferred the next 
day from the old hospital. This is one of the most 
up-to-date hospitals in the State, and contains more 
than three times the space available in the old build- 
ing. Ninety per cent of the surgical, diagnostic, ob- 
stetrical, and laboratory equipment is new. 


Dr. Hugh H. Trout, Jr., 

Roanoke, presented a paper at the Tri-State Medi- 
cal Society meeting in Johnson City, Tennessee, in 
January. 


The American Academy of General Prac- 

tice 

Is holding its annual scientific assembly at the 
Civic Auditorium in San Francisco, March 19-22. 
A most attractive “faculty” has been selected. There 
is no registration fee for members of the Academy 
but $5.00 for non-members. 
may be obtained from the American Academy of 
General Practice, 406 West 34th Street, Kansas City 
2, Missouri. 


Further information 


166 


Office Space for Rent. 

Doctor’s or dentist’s office available immediately, 
corner of Harrison and Franklin Streets, Richmond. 
Call 5-4397. (Adv.) 


Wanted— 

X-ray male technician. Registered. 258-bed gen- 
eral hospital. Salary depending on training and ex- 
perience. Give full particulars. Write De Paul Hos- 
pital, Norfolk 5, Virginia. (Adv.) 


For Sale— 

Doctor’s office equipment for general practice, in- 
cluding office desk, chair and desk lamp, one instru- 
ment cabinet, one cabinet with sterilizer, large mi- 
croscope, centrifuge, and suction and pressure pump 
for tonsillectomy (portable); scales with measuring 
rod; combination ophthalmoscope and otoscope; nu- 
merous surgical instruments, sutures and ligatures, 
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vial cases and. glass ware; eye, ear and nasal instru- 
ments. Price reasonable. Phone or call Mrs. Elmer 
R. Moorman, Kilmarnock, Va., 3-2075. (Adv.) 


For Sale— 

Four bed room house, all conveniences, and four 
room office combination with a fully established prac- 
tice in a town of over 4,000 shopping population. 
Only one other physician in town. Full selling price 
$20,000, including a $10,000 GI loan which may 
be assumed by the purchaser. Will introduce if sold 
within 60 days. Write P.O. Box 297, Buchanan, 
Virginia, or phone Buchanan 3671. (Adv.) 


For Sale— 

Picker Vertical Fluoroscope, Jones Basal Appa- 
ratus, Hamilton Examining table, assorted surgical 
and medical instruments, medical cabinets, office 
desk and chair. Write Dr. Irving Berlin, 1815 
Wickham Avenue, Newport News, Virginia. (Adv.) 


OBITUARIES 


Dr. Julian Potts, 

Newport News, died January 16 at the age of 36 
years. He was a native of Norfolk and received his 
M.D. degree from the University of Buffalo Medi- 
cal School in 1939. Upon completion of his hospital 
work he had a brief service with the Dupont Rayon 
Company in Buffalo, after which he returned to Vir- 
ginia and entered private practice in Newport News. 
He became a member of the staff of the Elizabeth 
Buxton Hospital and joined the Warwick County 
Medical Society. For the past four or five years he 
had been in failing health. He was a member of the 
Medical Society of Virginia. He is survived by his 
wife and two small children. 


Dr. William Carlisle Barr, 

Washington, D. C., died August 19, 1950. He 
was forty-four years of age and graduated in medi- 
cine from George Washington University, Washing- 
ton, in 1932. He was a member of the Arlington 
County Medical Society and of the Medical Society 
of Virginia. 


Dr. Robert Rivers Jones, 


Lawrenceville, died January 25, at the age of 88 
years. He was a native of Brunswick County and 
graduated from the Medical College of Virginia in 


1889. He retired from active medical practice in 
1910. He was one of the oldest Masons in southside 
Virginia. 

Dr. David A. Dunkley, 

Well known physician of Roanoke, died Septem- 
ber 26, 1950, after a brief illness. He was a native 
of Stuart and a graduate of the former University 
College of Medicine, Richmond, in 1910. He prac- 
ticed in southwestern Virginia for a few years before 
locating in Roanoke in 1918. He was a member of 
the Roanoke Academy of Medicine, the Medical So- 
ciety of Virginia, and was connected with the Shen- 
andoah Hospital. 


Dr. Charles Clifford Grove, 

Well known Pittsylvania County physician, died 
January 13 in a Danville hospital, following a heart 
attack. He was sixty-four years of age and graduated 
from the Medical College of Virginia in 1910. His 
wife and a daughter survive him. 


Dr. Bernard Lawrence Reams, 

Richmond, died January 19 at the age of 78. He 
studied medicine at the Medical College of Virginia 
from which he graduated in 1894, and had since been 
engaged in general practice. Four daughters survive 
him. 
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